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Pre-chill 
Battery and it works 





summer months! .. . 





HOT-PAK Tray Server using 
any china dinner plate up to 
9°," diameter. 
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Hot-Pak's Heat 


in 


reverse to protect colorful, 
nutritious COLD plates — 
so popular during sultry 


HOT-PAK Tray Server 
with Mealpack Pyrex type 
Dish (available with or 
without compartments). 


in Canada: Arnett Co., Ltd., Winnipeg. 
Licensed Manufacturers and Distributors. 


May our nearest Representative schedule a dernon- 
stration for your own foods and patients? . . . You’|l be 
delighted with the results! Ask about happy users 
you can contact. 


Going like sixty in ’60O...the New 
HoOo'T-PA Ke 


Tray Server 





Keeps entree savory HOT for up to over (NE ; 
HOUR ... 


Keeps meal savory hot AFTER serving... for the 
EATING period... 


nite am ache 


Uses ANY china dinner plate up to 934” dian cter| | 


... or works with Mealpack Pyrex type and vitr fied| 
china dishes... 


Works with ANY tray cart that takes its tray size 
of 16” x 22” and has at least 5” clearance bet. een 
tray slides... 


Provides VACUUM SEALED entree prote: tion 
from main kitchen... or floor pantries... to :ery- 
ing points, and for DELAYED trays... 


May be used with your present service or a com) lete 
Mealpack System ...Simple, fool-proof, dur:.ble, 
atiractive... 


Only 3 basic elements: Tray and Dome Cover moided 
from shock and heat-resistant tough plastic; | leat 
Battery (just preheat before tray set-up time in your 
own oven or the correct Mealpack Dish Heater for 
your needs... 
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REMEMBER: tre sic things you need cost LESS fr: 


pack ) 
U. S. AND FOREIGN PATENTS ISSUED AND PENDING. 


World's Greatest Name for 
Enginecred Hospital Food Sereice Fyslors 
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“I check 


Ident-A-Band. 
by habit 
now” 


it’s 
so easy 
ee. and so safe! 


Nurses everywhere are forming 
the “pause for patient identifica- 
tion” habit. With Ident-A-Band 
by Hollister it’s so easy . . . and 
so safe! As the poster says, they 
just “check that Ident-A-Band” 
before giving any medication or 
care. A glance takes but a second 
... and leaves no room for iden- 
tity errors. 

But you can be sure only if 
the band is sure .. . only if there's 
no chance of altered, switched or 
water-blurred identification. 
That's why thousands of hospitals 
specify Ident-A-Band by name. 
It's the band that offers your pa- 
tients positive identification every 
time! Find out how Ident-A- 
Band can give this assurance as 
well as comfort. Write: 


JHoLlsrere 


833 N. Orleans St., Chicago 10 





Small hospitals clinic 


Care of Alcoholics 


in a General Hospital 


by Sister M. Blandine, C.S.A. 


Administration 
St. Anthony Hospital 
Hays, Kansas 


® THE UNITED STATES Public Health 
Service has declared alcoholism to 
be the fourth greatest public health 
problem in the nation today. It is 
a social menace affecting society 
and all its institutions so seriously 
that the general public can ill afford 
to ignore this problem much longer. 
One has only to make a casual sur- 
vey of social conditions in the na- 
tion to find that alcoholism has pro- 
duced an array of divorces, broken 
homes, confused children, unem- 
ployment, heartaches, and last but 
not least, premature deaths. This 
condition brings about illness to all 
concerned not only to the alcoholic. 
If the general hospital would care 
for him and accept the responsibil- 
ity for his recovery, many of the 
evils affecting others could be pre- 
vented. What better claim for its 
existence could the general hos- 
pital have than to prevent a disease 
and thus be responsible for a 
healthier community? 

Alcoholics fill the wards of our 
mental institutions—care in a gen- 
eral hospital at an earlier stage 
might have warded off this mental 
break. Many millions of dollars are 
spent annually in all 50 states for 
the permanent care of alcoholics in 
institutions. Jails are filled with in- 
dividuals who have committed 
crimes directly attributable to the 
consumption of alcohol. Countless 
car accidents occur when individ- 
uals are under the infiuence of 
alcohol. 

Tax payers are forced to maintain 
alcoholics in Veterans Administra- 


For more information, use yellow postcard inside back cover. 


tion hospitals each year. Industry 
losses in labor hours and wages 
run into millions of dollars annual- 
ly. Everyone, therefore, is directly 
or indirectly affected by the prob- 
lem of alcoholism. 

Besides the material angle and the 
insurmountable barriers to human 
happiness, the cost in spiritual value 
to each man or woman is impossi- 
ble to determine. No gauge has yet 
been found to estimate damage to 
man’s spiritual nature. When the 
alcoholic is sick enough to require 
hospitalization, he is also in need 
of spiritual counsel and advice. The 
patient, treated with understanding 
and consideration during the first 
crucial period, is usually receptive 
to positive suggestions for improve- 
ment in the direction of his life. 

Unsympathetic individuals often 
make unkind comments such as 
“Why bother with those people? 
You are only wasting your time 
with them.” The critic has forgotten 
to consider the value of the soul— 
no care bestowed on it can be a 
waste of time. If souls are so dear 
to God that He would send His 
Divine Son from heaven to suffer 
the bitter agony and death on the 
cross for them, every effort should 
be put forth to bring the alcoholic 
closer to God. 

It is true that the illness of the 
alcoholic may be self-inflicted, but 
many other patients admitted to 
the general hospitals are suffering 
from conditions they could have 
prevented. The diabetic may deviate 
from his diet to the extent that 
coma results; the cardiac may de- 
liberately overexert himself; or an 
epileptic may neglect to take the 
medication that controls seizures. 
All are victims of careless disregard 
for the safety of personal health. No 
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hospital would refuse to admit such 
patients for treatment of acute ill- 
ness, but frequently the alcoholic 
is shunned and relegated to a jail 
where he must “sleep it off” in mis- 
ery that sometimes has resulted in 
death. 

There is no reason why the al- 
coholic should not be accorded the 
same admitting process as other 
medical and surgical patients who 
become guests of the hospital. Each 
should have a choice of rooms avail- 
able and should not be segregated 
from other medical patients in the 
department. Usually there is no in- 
fectious or contagious disease con- 
nected with the alcoholic and there 
is no need for isolation. When the 
alcoholics realize that they are on 
a social par with others on the 
floor, when nurses and auxiliary 
staff members express solicitude and 
interest in their welfare, they will 
expend more effort toward their re- 
covery. 

Certain obstacles within the hos- 
pital have to be overcome before 
alcoholic patients can be admitted 
for treatment. Probably the great- 
est difficulty is to convince the 
members of the staff that alcoholics 
need hospitalization. The members 
of the staff in the admitting office 
must be indoctrinated with a sym- 
pathetic understanding of a condi- 
tion that usually is revolting to the 
non-alcoholic person. 

The medical staff of hospital 
physicians normally show sympathy 
and appreciate the alcoholic’s need 
for hospital care, but occasionally 
when the shortage of bed space has 
been further complicated by the 
presence of a number of alcoholic 
patients, certain professional mem- 
bers protest. Now that bed space 
is more readily available in most 
hospitals, the protest is seldom 
heard. 

A general hospital offers oppor- 
tunities to the physician for use of 
new and established laboratory 
tests; new drugs are available in 
the hospital pharmacy; and new 
treatments are incorporated by the 
nursing staff in the daily routine for 
caring for the patient. 

Nurses, generally speaking, are a 
great influence because they come 
into frequent contact with the pa- 
tient. Thus, it becomes the duty of 
interested leaders to arouse an 
awareness of the serious nature of 
alcoholism and the need for good 
nursing care. This is true particu- 
larly during the acute “post-binge” 
stage. In caring for the alcoholic, 
the nurse must be understanding 
and interested. It takes patience, 
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tolerance, sincerity, and firm kind- 
ness to cope with the victim of al- 
coholism, but a nurse should call 
on her resource supply of these 
qualifications as in the care of other 
patients. 

Often there is an initial trouble- 
some stage, but after a few days of 
acute illness the patient is re- 
cuperating as are other medical pa- 
tients. In controlling the patient, the 
nurse seldom needs physical re- 
straints. Side-boards are sometimes 
used to protect the patient from 
serious injury should he fall or be- 
come confused and attempt to get 
out of bed. Verbal abuse should 
never be used in admonishing the 
conduct of the patient. Later the 
patient is usually ambulatory and 
many times assists the nursing per- 
sonnel in the care of other pa- 
tients. The average length of stay 
in the hospital is from five to seven 
days for the alcoholic. 

A general hospital is able to in- 
corporate some principles of an out- 
patient department by offering the 
service of a staff member who can 
lend a sympathetic ear to the prob- 
lems an alcoholic faces. Often a 
word of encouragement is all the 
individual needs when tempted to 
take the first, fatal drink. Vitamins 
and intravenous administration of 
medication are often given on an 
outpatient basis by hospital medi- 
cal departments as an aid to con- 
tinued abstinence. 

In addition to the medication and 
treatment prescribed by the pa- 
tient’s physician, members of the 
Alcoholics Anonymous contact the 
patients. Patients, who are able to 
do so, attend the meetings of the 
local chapter of the national organ- 
ization. 

Personnel, in general hospitals, 
who have cared for alcoholics have 
experienced a personal satisfaction 
at the results obtained. I 
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New Way to 
Stop Faucet Leaks! 


% 9-in-10 washers are fastened with TOO 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%& New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


+ NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


% Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs ‘6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings On MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 


( #2 eee eee eee eee 


J. A. Sexauer Mfg. Co., Inc., Dept. AF 100 
2503-05 Third Ave., New York 51, N. Y. 
Please send me a copy of your Catalog “‘J”’ 


Name 





Title 
Organization 





Bus. Address 
City. 








Zone State 
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Average Monthly Occupancy 


(on 100 percent basis) 


PE AOED -ossnescchosnes 79.25 
a. ee 76.45 
es eee re re 75.58 
ESAS = aa ae eae 73.11 
PEGE, TESS sacconcnctacs 72.92 
September, 1959 .......... 72.70 
[N.S wasccecse ns 72.89 


ge Operating Expenses 


Per ccupied Bed Per Month 
Sh DD isn nes seen kone 935.96 
i OU 6h e620 000n-0%8 1002.53 
SS re 986.75 
September, 1959 ......... 982.13 
TPE, BORO. scoronianes 973.05 


November, 1959 ........ 943.55 
December, 1959 m 


July, 1960 ......... 
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e Patient Charges 
ccupied Bed Per 











hows BUSINESS? (See also page 12) 


HTHE QUALITY OF HOSPITAL ACCOUNTING is increasi 
gradually over the years. Most hospitals now have 
fairly accurate picture of their income and expens 


Oo 0 


day by day. But not all have reached this level of 


efficiency. 


Last month, 80% of our sample reported that their 
accounting procedures provided for a careful cut-off 
of charges to patients so that service rendered on the 
last day of an accounting period appears as revenue 


for that period. 


The remaining 20% are still on a cash basis or have 
other reasons for not establishing this system. a 


Average Operating Expenses 
Per Bed Per Month (Total Beds) 


Serre 732.93 
BUN s PRED vase bss od s0 50 sie 752.94 
PO re 744.31 
September, 1959 ......... 740.37 
Oe ee 750.63 
November, 1959 .......... 721.54 
December, 1959 .......00- 719.74 
A ee 761.09 
February, 1960 .......... 764.44 
SS ee 789.87 
BN AON. cand wc hbo ee 768.31 
BERG ASOD vaessesaasseced 800.81 
NS | ER ee ene 753.68 
SUN: UND 5s nies 65s ea 8a 760.35 


Average Length of Patient Stay 


(in days 


ee re 
Pevraary, 1960 560000660 7.1 





Average Patient Charge ir 
Bed Per Month (Total Bev=) 
Teme, F950 cacsodscaceuse 805 50 
ot eee 810.36 
RMU, BOSD: 450 64'010sa:0i00 794.56 
September, 1959 ......... 764 34 
aS a rer 815.07 
November, 1959 ......... 775.11 
December, 1959 .......0.. 729 25 
January, 2950 ssicecwscasesc 835.22 
February, 1960 .......... 853.91 
BERLE, “2000 Sisscs sks cssice 895.38 
Pe errs 855.00 
BEA; AOD) soxchatocess eee 886.94 
OS Beer ere 824.03 
DIG ROM io sixes mss eae 800.13 


HOSPITAL MANAGEMENT 




















Bottle 















More 


ROUT 
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system 


« pour bottle system 
use re-use 


BAXTER LABORATORIES, INC. 
AMERICAN HOSPITAL SUPPLY CORPORATION 


_ 


From Curity—A new step forward in the continuing 


CLEANLINESS AND ISOLATION, since the middle ANTISEPSIS brought a surgical dressing satu- THE DRY STERILE DRESSING proved more 
of the 19th century, have proved to be cardi- rated with an agent that would combat wound versatile, more convenient, less traumatic... 


nal principles in the treatment of wounds. contaminants. 


the concept of asepsis was born. 


Now-a pre-pack that delivers 


New S-E Pack “opens in one simple motion. 
Keeps dressing sterile from package to patient 
—never touches torn, unsterile edges. 


For the first time in aseptic technique, a packaged dressing 

approaches the ideal. It is known as the S-E Pack. 
Examine one soon. You'll find its value is immediate— 

and immeasurable—in the fight against staph infections. 


Saves time, labor and money 
With this surprisingly simple wrap, one motion of the hand 
opens the package and presents a completely aseptic gauze 
or cover sponge. It touches neither hands nor unsterile 
surfaces, not even a torn edge of the package. No strings, 
no scissors. You merely pull a tab. 

Another valuable benefit of the S-E Pack is economy. 
The savings are conspicuous after only a few days’ use. 
Time is gained, labor is spared, fewer sponges are wasted. 

For true asepsis as well as significant savings, see your 
Curity representative. 


Curity’ 
S-E PACK 


(PATENT APPL. FOR) 


You simply peel back one flap and the sponge is ready. You have 
complete control. Dressing is tucked in pocket... easy to hold, 
easy to reach. And one hand is still free. Curity now provides 
Cover sponges in 4” x 3” and 4” x 4”, and a gauze sponge in 
4” x 4” in the new 5S-E Pack. 


THE KENDALL, company 
BAUER & BLACK 


DIVISION 


For more information, use yellow postcard inside back cover. HOSPITAL MANAGEMENT 





search for better aseptic techniques 


STEAM STERILIZERS, while enlarging the range THE CANISTER further helped to facilitate the THE PRE-WRAPPED, PRE-STERILIZED DRESSING 
of materials which could be sterilized, brought transportation, storage and dispensing of improved technique and convenience, saving 
new speed and needed dependability. sterilized dressings. time and labor. 


a totally sterile dressing 
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July 1960 Regional How’s Business Report 


REGION 


NO. OF BEDS 


AV. No. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


Connecticut,-Maine, 
_N.H., RB. L, Vermont 


1-100 101-225 226-up 


9,800 
78.10 


1,459 
68.21 


3,661 
74.54 


1-100 


1,390 
64.53 


MIDDLE ATLANTIC 
New Jersey, New York 
Pennsylvania . 


101-225 226-up 


3,840 
73.85 


9,829 
81.41 


Del., Ga., Md., N. C., 
oe W. var D.C. 


1-100 101-225 226-up 


1,756 
77.74 


3,319 
75.34 


9,068 
76.16 











EXPENSES BY DEPTS. 
Per Patient Day 


Administration 
Dietary 
Housekeeping 
Laundry 

Plant Operation 
Medical & Surgical 
O. R. & Del. Rms. 
Pharmacy 

Nursing 


Laboratory 
X-ray 
Other expenses 


4.88 | 


4.53 
1.82 

77 
2.30 
1.81 
2.18 
1.50 
7.26 
1.66 
2.41 
1.73 


86 1.97 





TOTAL EXPENSES 


TOTAL CHARGES 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 


REGION 


49,740 133,707 349,129 


48,985 139,290 368,884 


33.57 38.05 37.64 


34.09 36.52 35.63 


EAST NORTH CENTRAL 
Minois, Indiana, 
Ohio, Wisconsin 
101-225 226-up 


3,546 
69.07 


8,597 
86.46 


cea — eens 





3.24 
3.16 
1.17 

70 
2.23 
1.37 
1.36 
1.19 
8.41 

40 
1.62 
1.60 
1.01 


3.83 | 
3.99 | 
1.65 | 


60 
2.14 
1.99 


1.70 | 


1.23 
6.84 

78 
2.20 
1.39 
1.81 





2.70 
3.03 
1.04 

57 
1.68 
1.10 
1.53 
1.53 1.51 1.66 
6,37 6.29 7.23 

48 61 56 
1.58 1.74 2.49 
1.82 1.39 1.57 
1.14 47 1.46 


3.23 
3.52 
1.14 

66 
1.78 
1.47 
1.61 


2.11 


3.45 | 
3.34 | 
1.31 | 
66 | 
1.98 | 


2.21 | 


Ala., 
Ask. ba. Okla., 


1-100 101-225 226-up 


1,354 
69.02 


3,700 397,145 
74.12 75.11 


—+— en 





4.34 
3.75 
1.64 

63 
177 
4 2.53 
2.55 
1.84 
7.14 

80 
2.55 
1.81 
2.08 





37,275 
40,958 
29.47 


26.82 


1-100 


898 
59.51 





114,229 305,940 


119,599 336,825 


101-225 226-up 


3,242 
72.69 


8,390 
79.30 


43,169 85,862 277,903 


44,201 92,708 


25.17 27.93 33.67 


24.58 25.87 30.65 


MOUNTAIN STATES 


1-100 101-225 226-up 


1,125 
67.22 


3,469 6,244 











Per Patiest Day 


4.30 | 
3.62 | 


1.51 
71 


2.00 | 


1.84 
2.01 
1.39 
7.90 

40 
2.15 
1.77 


59 1.17 


 eseene 


3.24 
3.48 


1.29 1.81 


66 = 72 | 


1.90 
2.02 
1.92 


2.09 
2.29 
2.36 
1.49 1.46 
7.78 6.52 

66 79 
1.87 2.72 
1.53 


oS. 25.98 


3.87 | 
4.14 | 


1.73 | 


3.82 
3.79 
1.66 
80 
2.11 
1.41 
2.28 
1.70 
10.13 
47 
2.36 
1.62 





37,474 123,200 268,608 


38,457 129,461 304,050 


31.39 36.51 35.37 


30.59 34.74 31.24 


21,962 
22,121 


24.63 


24.46 





30.41 
ae 


93,277 272,266 


98,604 284,166 


ae 


28.77 32.45. 


34,127 114,644 209,554 


36,117 119,061 205,017 


32.10 34.32 sar 


30.34 33,05 33.56 





305,302 | 


Ariz., Colo., Idaho, Mont., 
Nev., N. M., Utah, Wyo. 


67.21 72.53 


| A Beem 2s SPE 


36,784 109,978 244,921 


41,640 119,376 269,012 


30.75 32.26 = 37.55 


27.17 29.72 


PACIFIC COAST 
‘Washington 


101-225 226-up 


34.18 





1-100 


| 1,096 = -3,376 7,852 


56.90 67.82 


4,42 
4,44 
2.16 
88 
2.19 
542 
3.43 
1.78 
10.38 
8I 
2.76 
1.76 
2.00. 


50,288 160,277 334,'74 


48,774 154,118 338,537 


44.50 45.65 43.12 


45.88 47.48 42.56 
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THIS GIFT GIVING IDEA IS SO SIMPLE 


it’s a wonder someone didn’t think of it before... 


If YOU have the problem of selecting the Christmas gifts that must please 
EVERY ONE of your employees, prospects or customers, the smartest way out 
is TO LET THEM PICK THEIR OWN GIFTS. 


The above pictured GIFT-BOOKARD is the simple, sensible and economical 
way of doing just that. It enables you to say “Thank You” to anyone . . . without 
first trying to read their minds . . . and without the inevitable mistakes. 


The Gift-Bookard is a combination of personalized Greeting Card, a registered 
Gift Certificate in the form of a postage paid reply card, and a colorful booklet 
offering recipients a choice of 24 impressive gifts. 


The Gift-Bookard eliminates all work and worry on your part. All you do is 
order the exact quantity you need, whether 50 or 50,000. We imprint the covers 
(or you may design and print your own) and supply mailing envelopes. Each 
person who receives a Gift-Bookard from you picks the one gift he or she prefers, 
by mailing the attached Registered Gift Certificate card back to us. We supply 
the gifts, wrap them and ship them prepaid . . . all for only $6.50 each. 





A special feature of the Gift-Bookard is the useful and worthwhile nature of the 
gifts, each of which is valued to $10. and is unconditionally guaranteed. The 
24 gifts are shown in full color and almost anyone would enjoy personally choos- 
ing and using any of these beautiful gifts. 


What’s more, you have tastefully exposed your name to the recipients twice . . . 
once with the Gift-Bookard, then with the gift. You save time, labor and money 
through group purchasing and handling . . . you create lasting goodwill impres- 
sions on your customers, prospects or employees...all for the modest $6.50 price. 


Fact is, leading executives have said that the Gift-Bookard is the most important 
new idea for solving the problems inherent in obligatory gift giving to come 
along in many a year. 


The next move is yours. If you'd like to see a sample Gift-Bookard, fill in the 
coupon below and mail to us — no obligation of course. Or . . . possibly you can 
refer this ad to someone in your company who might be interested. 


IMPORTANT FACTS TO KNOW... 


The U. S. Senate, in an effort to close “loopholes” in 
existing tax laws, has recommended a clampdown on tax 
exemptions for business expenses. The amendment would 
LIMIT DEDUCTIBLE GIFTS TO A $10 VALUA- 
TION. 








CLIP AND MAIL 
Gallery of Gifts, Inc., 80 Park Ave., New York 16, New York 
Gentlemen: 


We use approx.______gifts each year in the $6.50 price range. Please 
send sample of your Gift-Bookard to us. We understand there is no obligation. 





(This excerpt is from Page 1 of the N. Y. Herald Tribune 
of June 21st, 1960). 


a Gallery of Gifts, Inc., 80 Park Ave., N. Y. 16, N. Y. 


Name 
Title 














Company 
Address___ 
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washinGton BUREAU REPORTS 


by Walter N. Clissold 


WINNER IN THE MEDICAL CARE-FOR-AGED Sen- 
ate debates was neither Kennedy nor Nixon, but Ike. 
It was the President’s threat of veto that quelled the 
last liberal moves to enact a moderate plan financed 
by social security. As the Senate and House began 
compromise talks on the two federal-state aid bills 
each passed, a bitterly disappointed John Kennedy 
suggested that instead of adopting a “watered-down and 
ineffective plan, we go home and tackle it again in 
January.” Key philosophy behind the mood which 
influenced both Houses to vote a grants-to-states vol- 
untary participation system was expressed by HEW 
Secretary Arthur Flemming. “Let’s try the voluntary 
system first,” he said. “If it doesn’t work we can always 
switch to a social security plan. But once we regiment 
ourselves under social security there’s no turning back.” 


MORE FUEL FOR THE FIRES of the coming Morse 
Senate investigation on rising hospital fees may be 
furnished by a recent survey of Maryland doctors. 1) 
75% said some physicians hospitalize patients who don’t 
require in-patient care; 2) 61% replied that there was 
often unnecessary and prolonged hospitalization; 3) 
77% felt hospital facilities are used in an uneconomical 
or unnecessary manner. Blue Cross officials termed the 
report “an astonishing instance of self-indictment.” 


AS THE KEFAUVER DRUG INDUSTRY HEARINGS 
resumed on antibiotics, the American Society of Hos- 
pital Pharmacists were one of few professional associa- 
tions urging strong drug control legislation. Citing a 
Senate report that 35% of all generic name drugs are 
sub-standard, the ASHP urged “immediate legislative 
action to protect the integrity of the profession.” Al- 
though ASHP and most Congressional leaders favor 
the Flemming bill (HM Sept.) over the earlier Ke- 
fauver proposal, neither bill has a chance in this late 
and windy session of Congress. 


THE KENNEDY MINIMUM WAGE BILL extends 
coverage to profit-making hospitals grossing more than 
$1 million annually. However, estimates show that less 
than 200 hospitals will have to begin paying the $1.00 
minimum for newly-covered businesses. AHA took no 
official stand on the bill. 


SS HOPE, THE FLOATING HOSPITAL, will begin its 
first good-will voyage when it docks at Djakarta, In- 
donesia, on Oct. 18. On board will be 15 physicians, 2 
dentists, 22 nurses, and 30 auxiliary personnel. The 
“de-mothballed” World War II hospital ship has been 
redesigned to accommodate laboratories, classrooms, 


and 230 beds. 
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A COMPETENT HOSPITAL AUTHORITY makes this 
political prediction: If Nixon is elected, more Hill- 
Burton funds will be diverted towards construction of 
out-patient facilities and nursing homes. Kennedy 
would press for more hospitals. Reason: The Demo- 
crats were responsible for the Hill-Burton Act in 1948 
when it included only hospitals. Later, when the GOP 
got control, they enacted “Part G” to cover construc- 
tion of certain out-patient centers. Each party will be 
pulling for its own political “baby.” 


PUBLIC HEALTH SERVICE has awarded $21 million 
to 55 institutions for new research equipment and 
buildings. Included were 8 hospitals for $1.4 million. 
Largest grant went to Cedars of Lebanon Hospital in 
Los Angeles ($457,138). PHS has also awarded 33 
grants totaling $842,531 for research in various aspects 
of aging, including hospital and nursing home car 


LEGISLATORS FROM 16 SOUTHERN STATES have 
joined to deal with the acute shortage of doctors in the 
South. They were told that if the South were to caich 
up with the rest of the nation by 1975, it would have 
to add 15,000 doctors for a total of 86,000. Texas is the 
only state now contemplating a new medical school. 
Said one spokesman: “It is not likely that the South 
will build many medical schools in the future.” 


FEDERAL COLLEGE HOUSING LOANS have been 
granted to two hospitals for construction of student 
nursing homes. Methodist Hospital, Madison, Wis., 
received $350,000; Memorial Hospital, Danville, Va., 
$500,000. 


NEW FEDERAL EMPLOYEES HEALTH BENEFIT 
program has enrolled more than 1.7 million to date. 
Although 37 plans were offered — both government 
and private — 54% chose Blue Cross and Blue Shield. 
More than 80% of all government workers elected High 
Option plans involving greater premiums and broader 
medical coverage. 


CHARITABLE CONTRIBUTIONS have dropped from 
4.2% of national gross income in 1946 to 3.8% in 1958, 
reports Internal Revenue Service. The trend, in spite 
of an ever-increasing middle class, has been toward 
greater contributions from fewer people. Average con- 
tribution in 1946 of those who claimed a tax deduction 
was $187. Today it’s $283. 


SMALL BUSINESS ADMINISTRATION in June 
loaned $4,000 to Donaldson Clinic and Hospital, Li‘tle 
Rock, Ark.; $250,000 to Alvardo Corp. of Los Angeles; 
$40,000 to Price Convalescent Hospital of San Fra: 
cisco; $85,000 to Camden Hospital, Camden, Tenn.; 
$150,000 to Nautilus Memorial Hospital, Waverly, Te: 


PEOPLE: Thomas A. Foster, Pharmacist Director < 
PHS, has received the 1960 Whitney Lecture Awar 
for “outstanding contributions to hospital pharmacy” 
.... Dr. Warren V. Huber is the new chief of neurolo2y 
for the VA Dept. of Medicine & Surgery in Washingto 
. . . Joseph Oddis has been named to replace Ms 
Gloria F. Francke as executive secretary of the Ame 
can Society of Hospital Pharmacists .... Dr. Alan \V 
Donaldson is now deputy chief of the PHS Communi 
cable Disease Center at Atlanta, Ga 
General Norman T. Kirk, 72, who as WW II Army 
Surgeon General, headed the largest medical service i 
the nation’s history. 
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EIGHTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


the hospital as well as others of us concerned with 

infection control—learns more about the con- 
tinuing importance of the problem, we seem to be getting 
an increasing number of requests for specific instructions 
on not only “how to” but “how frequently” disinfectants 
should be applied. Fortunately, the simplicity of applyin. 
Amphyl®, O-syl®, or Lysol® disinfectants, and Tergisyl 
detergent-disinfectant, makes it possible for us to furnish 
you with easy-to-follow instructions on any one of them. 
The frequency with which they need to be used in various 
applications, however, may vary widely depending upon 
the degree of environmental contamination to which the 
particular area is exposed. Many hospitals have done their 
own bacteriological testing and set up their own standards 
of frequency on various services. For general guidance, 
you may find the following suggestions helpful. 


M ORE and more each month as everyone —those in 


Writing on “Sanitation in Patient Care Areas”, Dr. Ruth 
B. Kundsin (Journal of the American Medical Women’s 
Association, January, 1960) emphasizes the dangers of 
bacterial fall-out from commonplace hospital activities 
and suggests two methods of attack: 1) to decrease fall-out 
by a careful re-evaluation of activities, and 2) to destroy 
bacteria deposited. Among the recommendations made to 
accomplish the latter is disinfection of floors by the wet 
pickup technic on the following schedule: “daily disinfec- 
tion —corridors, delivery room, dressing room, emergency 
ward, isolation rooms, nursery, pediatric ward, and utility 
rooms; weekly disinfection —medical ward and surgical 
ward; and terminal disinfection—autopsy room, single 
room, maternity ward, and operating room.” 


Dr. H. Taylor Caswell and his co-workers at the 900-bed 
Temple University Medical Center reveal some interesting 
figures on both the incidence and control of staphylococcal 
infections as experienced over three years with 60,000 
admissions a year. (Surgery, Gynecology & Obstetrics, 
May, 1960) While infection in 10,000 clean surgical 
wounds each year decreased approximately 60%, there was 
an appreciable increase in hospital related medical infec- 
tions with phage type 80/81 identified in 71%. Concur- 
rently, the number of patients admitted for treatment of 
staphylococcal disease doubled — emphasizing the hospital’s 
problem in care of this constant flow of heavily contami- 
nated patients into the hospital from the community. 


May we again mention that one of the best dramatiza- 
tions of how the staph-infected patient can contaminate the 
hospital is shown in the color motion picture, “Hospital 
Sepsis: A Communicable Disease”, sponsored jointly by 
the AHA, AMA, and ACS on an industry grant with tech- 
nical supervision by Dr. Carl W. Walter? When this film 
is shown in your hospital, be sure to see it. An essential 
measure recommended to control spread of staph through 
the environment is generous use of bactericidal cleaning 
methods. 


L & F’s Tergisyl® detergent-disinfectant fits the recom- 
mendations made by Dr. Walter when describing his floor- 
flooding technic at a Massachusetts Medical Society 
meeting —that a synthetic phenolic is the product of choice 
for operating room floor care. We have just revised our 24- 
page booklet on Tergisyl and would be glad to send you a 
copy, Or as many copies as you would like for teaching pur- 
poses. Included are suggestions for use of this combined 
cleaning and disinfecting agent in all areas of the hospital 
in the economical new 1:100 dilution. Tergisyl is also the 
detergent-disinfectant used at Huggins Hospital in Wolfe- 
boro, New Hampshire, under Dr. Ralph Adams’ instruc- 
tions, to achieve “near sterility” of operating room floors, 
walls, and furniture following his “zone concept” of bac- 
teriologic cleanliness. (SG&O, March, 1960) If you would 
like this new booklet, a reprint of Dr. Adams’ article, and 
Tergisyl samples, please write us. 


Are you concerned about adequate chemical disinfection 
of catheters? So much has been in the literature recently on 
the dangers of inadequate sterilization that we wouldn't be 
surprised if you were. To help you meet this problem, we 
have prepared an instruction card on O-syl® disinfectant 
specifically on this subject. The card is designed so that it 
may be posted for permanent instructions, or we will send 
you multiple copies for teaching purposes if you wish. Just 
let us know which you want. O-syl’s broad microbicidal 
activity against a wide variety of enteric organisms as well 
as Staphylococci, Pseudomonas, and TB bacilli recommends 
it for this use. 

Focusing their attention on gram-negative bacilli, Dr. 
Hans H. Zinsser and his co-workers from the Department 
of Urology at Columbia University College of Physicians 
and Surgeons report alarmingly high mortality from septi- 
cemias due to urinary infections as follows: E. coli 
bacteremias, 38%; Aerobacter aerogenes, 60%; and Pseu- 
domonas aeruginosa, 75%. While they were successful in 
reducing mortality from Aerobacter aerogenes septicemia 
in 1958 and 1959 60%, the incidence increased 300%, 
pointing up the great need for combatting the changing 
bacterial flora in the hospital with aseptic cleanliness. (The 
Journal of Urology, page 755, May, 1960) 


Some of you will be reading this letter before the Ameri- 
can Hospital Association meeting in San Francisco and 
some afterwards. Others may be seeing it before the Ameri- 
can Public Health Association meeting, which is also in 
San Francisco this Fall. If you are at either of these meet- 
ings, we hope you will stop and visit us at our exhibit booth. 


Hate Fa 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 


4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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hospital accounting 


with Professor T. LeRoy Martin 


Inquiry: 


Why is emphasis placed upon the 
desirability of referring to an al- 
lowance for depreciation rather than 
to a reserve for depreciation? 


Comment: 


The term reserve has fallen into 
disfavor among accountants because 


it appears to indicate to most indi- 
viduals that something has been set 
aside or held in reserve. The allow- 
ance for depreciation which is cred- 
ited when depreciation expense is 
debited measures the amount which 
it is estimated the depreciable prop- 
erty has deteriorated and should not 
indicate in any way that anything 
of value has been held in reserve. 
Many accountants are recommend- 








NO. 37 IN A SERIES 


MISS PHOEBE 
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“Lucky for us foxes they don’t make 
Everest & Jennings chairs for hounds !” 











Foxy Phoebe. She cuts obstacles to size with an 
Everest & Jennings chair. Canny administrator, too — 
for choosing the chair that virtually eliminates 
maintenance costs. It’s a budget-cutting fact in 
hospitals all over the world: the easy-to-clean beauty 
and trouble-proof ruggedness of Everest & Jennings 
chairs make them a bigger bargain every year. 


Specify EVEREST & JENNINGS chairs 


for your hospital 
EVEREST & JENNINGS, INC., 
1803 PONTIUS AVE., LOS ANGELES 25, CALIF. 


STARLINER TRANSFER 
choir hos luggage rack and 
folds to 9” 





16 For more information, use yellow postcard inside back cover. 





ing the use of the title accrued de- 
preciation for the account. This is 
probably preferable to the term re- 
serve but is a conversion of the 
original meaning of the term accrue 
which was used to indicate the 
amount of a debt incurred but not 
yet payable. 

The comment that the allowance 
for depreciation does not represent 
anything of value held in reserve 
should not be confused with the 
concept that operation of an income 
producing organization produces 
funds sufficient to cover depreci- 
ation which is recorded as an ex- 
pense before determination of net 
income. This concept and the con- 
cept of the allowance for depreci- 
ation measuring deterioration are 
quite different. 


Inquiry: 


If an individual acquires insur- 
ance upon his own life and names 
a hospital as beneficiary does the 
naming of the hospital as beneficiary 
produce income to the hospital at 
that time? Would it make any dif- 
ference if the insured executes a 
contract with the hospital agreeing 
to pay the premiums and transfer- 
ring ownership of the policy to the 
hospital? 


Comment: 


The questions involved here are 
for the most part legal ones. These 
comments will be based upon as- 
sumed legal status of the contract. 
Once the legal status of the gift 
and of the contract is established, 
the accounting questions relating 
to income are answerable. 

It would appear that merely nam- 
ing the hospital as beneficiary of 
the insurance policy would not pro- 
duce income to the hospital since 
the hospital would not have owner- 
ship of the policy. The insured 
could change his mind and name 
another beneficiary anytime before 
his death. If it is assumed that the 
agreement to pay the premiums is 
an enforceable contract and that 
the ownership is legally vested in 
the hospital, it would appear that 
income was realized to the extent 
of any cash surrender value of the 
policy when it was given to the 
hospital. In addition, increases in 
cash surrender value resulting from 
future premium payments will pro- 
duce income to the hospital. 

Since a non-profit type of hos- 
pital is not subject to income taxes, 
the omission of such income from 
the records is of academic impor- 
tance only. s 
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The man who fixes 
broken x-ray schedules 


Your General Electric serviceman 
comes equipped to shorten downtime! 


He’s a friend indeed to radiologists—faced, 
as they are, with a continuing need for 
reliable service. No other is anywhere nearly 
as well equipped to save you downtime. And 
only G.E. gives servicemen complete, sys- 
tematized support. 

General Electric makes sure things are 
ready for your call. Nearly 800 G-E field per- 
sonnel serve our customers. And G-E x-ray 
service is everywhere—39 district offices, 29 
local offices, 103 resident locations. Parts 
and tubes can be rushed from local stocks or 


strategically located central warehouses. 

But always our biggest asset is our people. 
G-E servicemen have engineering back- 
grounds in addition to extensive factory- 
supervised training. And, as General Electric 
employees, all are directly responsible to the 
Company for your satisfaction. 

Next time you need help fast, phone your 
local General Electric x-ray office. You’ll 
find our servicemen welcome chances to 
earn us new friends—and retain old ones. 


Progress /s Our Most Important Product 


GENERAL @ ELECTRIC 


For more information, use yellow postcard inside back cover. 











CONSULTING 


with Doctor Letourneau 


Laboratory Fees 


QUESTION: Our _ pathologist 
(who receives a percentage of the 
net receipts of the hospital lab- 
oratory) wishes to increase the 
charges for lab procedures. It is 
the feeling of the administrator 
and the board that the charges 
are high enough at present but 
we have offered to refer the mat- 
ter to the medical staff. The pa- 
thologist objects on the grounds 
that the medical staff has no 
business discussing his financial 
relationships. What should we 
do? 


ANSWER: The practicing physi- 
cians in the hospital have a definite 
interest in the price of laboratory 
tests which they order for their pa- 
tients. Their opinion should be so- 
licited and their advice should be 
sought concerning the fiscal ar- 
rangements that should be made 
with the pathologists. There is no 
reason for secrecy if everyone is 
open and above board. 


Intravenous Pyelograms 


QUESTION: Our radiologist has 
directed an x-ray technician to 
give IV injections of opaque ma- 
terials for pyelograms. Is this a 
proper practice? 


ANSWER: The question of IV in- 
jections by non-physicians should 
be referred to your medical staff. 
Under extenuating circumstances it 
might be permissible but I would 
not recommend it as a_ standard 
practice. 


QUESTION: The daughter of a 
patient who died recently of a 
rare disease has requested that 
we send the medical record of 
the deceased including the autop- 
sy and operation reports to her 
physician. What should we do? 


ANSWER: If the request is signed 
by the daughter, the record or a 
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copy of same should be sent. One of 
the reasons for keeping a medical 
record is that it might be helpful in 
the care and treatment of someone 
who may be suffering from the 
same kind of disease. 


Nurses Signature 


QUESTION: Is a nurse required 
to sign her name every time she 
gives a medication to a patient? 


ANSWER: A nurse is not required 
to sign her full name but she should 
make some identifiable initial after 
the medication note. 


Physicians’ Joint Responsibility 


QUESTION: Who is the attend- 
ing physician in the following 
cases where two physicians who 
are not in a partnership are at- 
tending a patient? 

1) Doctor X has admitted the 
patient, and has written the his- 
tory, physical examination, prog- 
ress notes and the summary sheet 
on discharge. Doctor Y has writ- 
ten a consultation note, the op- 
eration report and has given or- 
ders for preoperative medications 
and postoperative care. 

2) Doctor X has admitted the 
patient, written the history and 
physical examination. Doctor Y 
has written a consultation note, 
an operation report, pre- and 
post-operative orders, progress 
notes and completed the sum- 
mary sheet on discharge. 

3) Doctor X has referred the 
patient and written a few or- 
ders. Doctor Y has written the 
history, physical examination, 
operation report, pre- and post- 
operative orders and signed the 
discharge summary sheet. In 
each of the three instances Doc- 
tor X has written orders and 
visited the patient regularly. 


ANSWER: All of these cases are 
subject to circumstances which may 
not be included in your question. 
Based upon the facts which you 


have presented, my opinion would 
be the following: 

1) Doctor X is the attending 
physician, 2) Doctor X is the at- 
tending physician until the moment 
when he has transferred responsi- 
bility for the patient to Doctor Y, 
and 3) Doctor Y is the attending 
physician but Doctor X may also 
have some responsibility depending 
upon the circumstances surround- 
ing the orders which he has given 
and the notes which he has mace, 


Physical Examinations 


QUESTION: The regulations of 
our hospital call for a complete 
physical examination of every 
patient who is admitted. Recent- 
ly, our orthopedic physicians und 
our ophthalmologists have ob- 
jected on the grounds that they 
are not competent to do pelvic, 
rectal and routine chest exami- 
nations. They have asked that 
they be absolved from doing these 
examinations. What is your opin- 
ion? 


ANSWER: This is a melancholy re- 
flection upon medical specialists but 
is, nevertheless, a very real prob- 
lem. These specialists should refer 
the patient to a good general prac- 
titioner who should act as con- 
sultant on the specialist’s patients 
admitted to the hospital. 


Proctoscopic Examination 


QUESTION: Is a _ proctoscopic 
examination considered as a con- 
sultation? 


ANSWER: A proctoscopic examina- 
tion should not be undertaken ex- 
cept as a part of a complete physi- 
cal examination of a patient. The 
complete opinion including the 
proctoscopic may then be counted as 
a consultation. I think it is poor 
medicine to undertake a proctoscopic 
examination as if it were a technical 
procedure. 


Dental Records 


QUESTION: One of our dentists 
insists that all that he needs to do 
is make a note saying that so 
many teeth were extracted with- 
out giving a detailed operative 
report. Can you advise? 


ANSWER: A dentist should give as 
much detailed information about his 
operative procedure as is necessary 
for another dentist or a physician to 
understand what was done to the 
patient. He should also sign the 1e- 
port. 8 
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The increasingly important role of the 


pathologist in serving modern medical 
science demands adequate, planned 
facilities to perform autopsy and dissec- 
tion procedures. Accordingly, Amsco 
now makes available a fully professional 
service in planning and equipping the 
functional Autopsy-Mortuary Room. 

Backed by an understanding of every- 
day autopsy problems, unique research 
facilities and an unexcelled *‘pool’”’ of 
technical equipment . . . Amsco is able 
to plan and equip the room to assure 
the busy pathologist better working con- 
ditions and time-saving, systematized 
work flow. 











Amsco Autopsy Room facilities in- 
clude total planning, an efficient autopsy 
table, mortuary refrigerators, room illu- 
mination, sterilizers, stainless steel case - 
work, body lift, screen, scales, adequate 
ventilation, and other related items. 


A letter or card of inquiry will bring 
a helpful Amsco Technical Projects 
man... and there’s no obligation. 


In the meantime write for Bulletin 


AMERICAN 


STERILIZER 


ERTE*PENNSYLVANIA 


World's largest designer and manufacturer of Operating Tables, Surgical Lights, Sterilizers 
and related technical equipment for hospitals 


For more information, use yellow postcard inside back cover. 














hospital calendar 
October November 


2-7... American Society of Anesthesi- Kensns Mespiiel Association, 


= Statler Hotel, New York Broadview Hotel, Wichita, Kansas. 


. Hospital Association of Rhode . . American Association of Medical 
Island, Sheraton-Biltmore Hotel, Clinics, Roosevelt Hotel, New 
Providence, Rhode Island. Orleans, Louisiana. 





PHILCO 


closed circuit TV 
has many proven 


Philco sa cauiiies 19 canere and hospital applications ‘ 


monitor in hospital operating room. 


co 


Closed circuit TV is a proven and 

valuable aid to both the Doctor and 

the Hospital Administrator. It is widely 

accepted for many applications . . . for 

teaching and medical group demonstra- 

tion . . . for hospital routine . . . for 

service to patients . . . for protection of 

personnel. Philco’s extensive experience 

in hospital TV systems is your assur- 

ance of obtaining the greatest flexibility 

and economy. Philco’s fully-transistor- 

ized equipment is your guarantee of 

maximum reliability, freedom from 

maintenance and ease of operation. 

Philco engineers will be glad to design 

a system to meet your individual re- 

quirements. Write today for complete 

©. information and your copy of the 

Philco high-definition TV camera on image Philco Closed Circuit TV System 

intensifier in hospital radiology department. Planning Guide. 


Government & Industrial Group 


4700 Wissahickon Ave., Phila. 44, Pa. 
In Canada: Philco Corp. of Canada, Ltd., Don Mills, Ont. 


PHILCO 


Ee) Femous for Quality the World Over 


For more information, use yellow postcard inside back cover. 





. . American Association of Medical 
Record Librarians, Olympic Hotel, 
Seattle, Washington. 


.. American College of Surgeon:, 
San Francisco, California. 


. . National Federation of Licensed 
Practical Nurses, Cole Hotel, Ai- 
buquerque, New Mexico. 


. » Maryland-District of Columbia. 
Delaware Hospital Association, 
Shoreham Hotel, Washington, D.C, 


12-14 . . Saskatchewan Hospital Associa- 
tion, Bessborough Hotel, Saska- 
toon, Saskatchewan. 


. . Idaho Hospital Association, Elis 
Lodge, Boise, Idaho. 


.. Oregon Hospital Association, 
Gearhart Hotel, Gearhart, Oregon. 


.. American Dental Association, 
Statler-Hilton Hotel, Los Angeles, 
California. 


19-20 . . Washington State Hospital Asso- 
ciation, Davenport Hotel, Spokane, 
Washington. 


25-28 .. Annual Sanitation Maintenance 
Conference and Show, Institute 
of Sanitation Management, Shera- 
ton-Cadillac Hotel, Detroit, Mich- 
igan. 


. - American College of Osteopathic 
Hospital Administrators — Na- 
tional Institute, Statler- Hilton, 
Dallas, Texas. 


31-Nov. 3 . . American Osteopathic Hospi- 
tal Association, Statler-Hilton Ho- 
tel, Dallas, Texas. 


31-Nov. 4 . . American Public Health Asso- 
ciation, Civic Auditorium, San 
Francisco, California. 


1961 


January 


19-20... Alabama Hospital Association, 
Whitley Hotel, Montgomery, Aia- 
bama. 


31-Feb. 2 . . National Association of Meth- 
odist Hospitals and Homes, Ho'e! 
Muehlbach, Kansas City, Misso 


February 


23-25 . . Louisiana Hospital Association, 
Captain Shreve Hotel, Shrevepc't, 
Louisiana. 


April 


26-28 . . Mid-West Hospital Association, 
Municipal Auditorium, Kansas 
City, Missouri. 
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.»» YOUR ASSURANCE 
OF TODAY’S MOST COMPLETE 
OXYGEN SERVICE 


LINDE oxygen is produced under strict U.S.P. standards, 
delivered and stored in modern, efficient equipment, 
and backed by 50 years of LINDE experience in oxygen 
supply. 

This record assures you of a vital product in an area 
where nothing can be left to chance. LINDE plants, 
equipment, and distributors are strategically located 
throughout the country, prepared to meet regular and 
emergency requirements promptly and efficiently. LINDE 
experts will provide technical assistance in planning 
and supervising the installation of your system, training 
personnel in its use, and maintaining a watch over its 
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operation. And this LINDE liquid oxygen service is avail- 
able to general hospitals—25 beds and up. 

A free booklet gives the facts on LINDE service. Write 
today for booklet F-1285, Dept. HM-10 Linde Company, 
Division of Union Carbide Corporation, 30 East 42nd 
Street, New York 17, N. Y. In Canada: Linde Company, 
Division of Union Carbide Canada Limited, Toronto 7. 


inde 


“Linde” and “Union Carbide” are registered trade marks 
of Union Carbide Corporation. 


For mere information, use yellow postcard inside back cover. 
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Philanthropy in England, 1480 


to 1660 
by W. K. Jordan. Russell Sage Foundation, 
New York, New York. 1958 pp 365 $6.00 


® THE THEME around which this so- 
cial history revolves is the develop- 
ment of man’s generosity from a 


charity motivated by love of God, 
and fear, to the secularization of the 
charitable impulse; a major effect of 
the new attitude being the transition 
from the concept of medieval alms- 
giving to the utilization of the organ- 
ized benefits and trusts and from the 
individual per se to a specific good, 
such as education, as the object of 
charity. Since trying to establish the 
study of human motivation as a sci- 
ence is at best a difficult task, the 
author has gone to great lengths to 
substantiate his evidence. He spends 
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six sizes 
ceca preenn 
a thousand and one uses 


The wide range of sizes of ‘VASELINE? STERILE PETROLATUM GAUZE 
U.S.P. gives it a thousand and one uses in the hospital and the office treatment 
room. As a pressure dressing in surgery... 
an emollient dressing on dry and nonacute skin lesions... 
here is a dressing convenient to use and of guaranteed, 


and ear procedures... 
sealed-in sterility. 


Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes « 1/2” x 72” selvage-edged packing 

in heat-sealed foil envelopes ¢ 1” x 36” strip... 
.6” x 36” strip 


a x me strip ...3” x wads strip.. 


‘Vaseline’ Sterile Petrolatum Gauze U.S. P 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is @ registered trademark of Chesebrough-Pond’s Inc. 


an occlusive dressing in burns... 
a packing in nose, eye, 


3” x 3” pad, opening to 3” x 9” strip... 





For more information, use yellow postcard inside back cover. 


the first 50 pages of the book, the 
slowest moving portion of the study, 
defining his method of research. The 
explanations of the results of this 
research carried on in ten counties 
of England comprise the remainder 
of the book. More detailed reports of 
the study of the specific areas follow 
in additional volumes. Graphs are 
used throughout the text to clarify 
and amplify many of the points. Ad- 
ditional graphs are also to be found 
in the appendix of the book. A pro- 
found, scholarly work. M.U. © 


Radiological Records 

by Sister Christina Spirko. Charles C. 
Thomas, Springfield, Illinois, 1960. pp. 304 
$8.50 


™ THIS SMALL VOLUME by the x-ray 
editor of HOSPITAL MANAGEMENT ful- 
fills a need in the hospital field. 
Written by an authority on the sub- 
ject, it considers the types of rec- 
ords that are needed in the x-ray 
department with a well researched 
bibliography. It has an _ excellent 
chapter on the analysis and use of 
the radiologic record and to this are 
added chapters on filing work slips, 
reports and business forms. In addi- 
tion, there are excellent chapters on 
medical photography and on the or- 
ganization and administration of an 
x-ray department. Administrators 
will also be interested in the chapter 
on legal aspects of radiologic rec- 
ords which is very well done. The 
book is well indexed and contains 
appendices to help the head of a 
radiology department to standardize 
his recordkeeping. This is an excel- 
lent reference work that is recom- 
mended to every hospital. c.u.L. § 


Big Business and Human Values 
by Theodore V. Houser. McGraw-Hill Book 
Company, New York. 1957. pp. 103. $3.50 


™ THE AUTHOR tells how Sears, Roe - 
buck and Company has successfully 
blended business objectives an 

high regard for people as humze 

beings for more than 70 years. The’ 
tangible business experience proves 
that it is possible to pursue the 
ends of business without destroying 
human values in the process. The: 
management responsibility to th- 
community and to the public hes 
helped to develop policies and prac - 
tices that has encouraged maximu:1 
human development, both here and 
in Latin America. HVE ® 
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“Fluothane’—the most significant 
advance in inhalation anesthesia 
since the introduction of ether 


NOW CONFIRMED IN HUNDREDS 
OF THOUSANDS OF CASES...OVER 
200 PUBLISHED REPORTS TO DATE 


“‘Fluothane” produces smooth, effective anesthesia . . . permits pleasant, rapid 
induction ... allows rapid recovery and return to consciousness. 


“Fluothane” does not increase bronchial, gastric, or salivary secretions. It mini- 
mizes capillary bleeding . . . causes minimal incidence of nausea and vomiting 
... and permits full use of electrocautery and x-ray during anesthesia because 
“Fluothane”’ is nonflammable, nonexplosive. 


“FLUOTHANE: 


(BRAND OF HALOTHANE) 


for precision inhalation anesthesia 


Ayerst Laboratories > New York 16, N.Y. - Montreal,Canada 


Ayerst Laboratories make ‘‘Fluothane’’ available in the United States 
by arrangement with Imperial Chemical Industries, Ltd. 
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PVR rte He Set 


hospitals & the Law : 


by Emanuel Hayt, LL.B. 


Patients Death by Suicide 


Held Result of Lack of 
Vigilance of Doctors 


& THE DEFENDANTS operate a private 
hospital and specialize in the care 
and treatment of the mentally ill. 
The plaintiff, Gregory, had been ill 
and was in a general hospital under 
the care of a doctor who had called 
in consultation a psychiatrist. The 
psychiatrist found Gregory to be 
“severely depressed,” a “potential 
for suicide,” and thought he should 
be in a hospital “which provided 
more security so that he would not 
be in danger of harming himself.” 
The psychiatrist talked to Dr. Hines 
and it was because of his diagnosis 
and thought that Gregory was ad- 
mitted to the Neurological Hospital 
and the defendants’ care. 

In this action it was alleged that 
the doctors, particularly Dr. Hines, 
with knowledge of the fact of the 
plaintiff's serious mental illness and 
suicidal tendencies breached their 
duty to safeguard him from injury 
by reason of his insanity and were 
negligent in permitting him to es- 
cape from the third-floor ward and 
injure himself. Specifically it was 
alleged that Dr. Hines failed to ex- 
ercise reasonable care in unlocking, 
opening and closing a door leading 
to the stairway and the open win- 
dow, thereby permitting the plaintiff 
to escape and jump or fall 36 feet 
to the ground. Upon the trial of the 
cause a jury returned a verdict in 
favor of the plaintiff in the sum of 
$40,000. The trial court was of the 
view, however, that there was no 
evidence from which the inference 
of negligence could be drawn, that 
the jury’s verdict was based on mere 
conjecture and speculation, and for 
that reason set the verdict aside. 

Having accepted the plaintiff as 
their mentally ill private patient, 
and it is the gist of this action, the 
defendants owed him the specific 
duty of exercising reasonable care 
to safeguard and protect him from 
injuring himself. Their specific duty 
in this regard was proportionate to 
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the patient’s needs, that is, such 
reasonable care and attention as his 
known mental condition required. 

For the reasons indicated the 
judgment is reversed and the cause 
remanded with directions to rein- 
state the verdict and accordingly 
enter judgment. 

One of the judges, dissenting, 
stated that: “The verdict in this 
case, in my opinion, is based on 
speculation and conjecture as the 
trial court held, and has the effect of 
making the defendants insurers in 
excess of their legal duty, and to 
permit it to stand would impose 
upon them an unreasonable and 
unrealistic degree of care.” 
(Gregory v. Robinson et al., 10 CCH 
Neg. Cases 2d 672—Mo.) 


Visitor Entitled to Damages 
for Fall on Waxed Floor in 
Federal Hospital 


® PLAINTIFF brought this action to 
recover damages for her personal 
injuries. Plaintiff alleged that her 
fall was due to an excessively waxy 
and slippery condition. 

Plaintiff was visiting her husband, 
a patient at defendant’s hospital. At 
the close of visiting hours when 
plaintiff was returning to the main 
building, she passed down a long 
hallway floored with waxed asphalt 
tile blocks. While walking down the 
hallway, she slipped, lost her bal- 
ance and fell forward. 

Defense witnesses testified that 
they noticed no waxy condition. 


However, no records of when and . 


how wax was applied were kept by 
defendant until the date of trial, 
and these were questionable. The 
janitor who did the waxing is de- 
ceased, and his reports, if any, were 
not produced. 

The court said that defendant 
could be sued under the Tort Claims 
Act, and is liable for tort claims in 
the same manner and to the same 
extent as individuals are under like 
circumstances. Under Connecticut 
law, a landowner is under a duty to 
a business visitor to use reasonable 


care to maintain the premises in a 
condition reasonably safe for the 
visitor’s use. It is sufficient for re- 
covery if defendant is negligent in 
maintaining the floor in a slippery 
condition. In finding for plaintiff, this 
court held that defendant was negli- 
gent in failing to use reasonable 
care to keep the premises reasonably 
safe for plaintiff's use. The court 
stated that from the evidence sub- 
mitted, it is more likely than not 
that defendant did maintain the 
floor in an excessively waxy cond)- 
tion. 

(Trombley v. United States, i0 
CCH Neg. Cases 2d 876—USDC.--~ 
Conn.) 


Hospital not liable for 
Employees’ Negligence 
Under Direction of Physician 


® PLAINTIFF brought this action to 
recover from defendants Dr. Siehl 
and Dayton Osteopathic Hospital for 
injury to his foot. After an opera- 
tion on his knee a plaster of paris 
splint was applied to his leg which 
caused pressure upon his left heel 
resulting in a decubitus ulcer, per- 
manent impairment of the Achilles 
tendon and limitation of motion in 
the foot. Plaintiff testified he made 
complaints of the pain in his heel 
to the hospital employees as well 
as to Dr. Sieh!. An examination of 
the heel was made by Dr. Siehl be- 
fore plaintiff left the hospital but 
no injury was found. 

The evidence showed that the acts 
performed by the employees of the 
hospital, such as applying the splint, 
were beyond their regular duties 
and done under the authority of Dr. 
Siehl. Thus, the hospital could not 
be held liable for any alleged negii- 
gence in the performance of such 
services directed by Dr. Siehl. This 
court concluded the evidence failed 
to show a breach of duty on the 
part of the hospital employees. With 
regard to Dr. Siehl’s liability, it was 
shown that he examined the foot on 
the day the plaintiff left the hospi‘al 
but that he discovered no sign 
an ulcer. This court stated the ev: 
dence showed the ulcer was 1) 
proximate result of negligence. T! i 
court held that the lower cour 
committed error in finding as a mii 
ter of law that plaintiff was co: 
tributorily negligent and that su 
negligence proximately caused t!) 
ulcer. The judgment was affirm: 
for defendant hospital and was 1 
versed for defendant, Dr. Siehl a 
a new trial ordered. 

(Shutts v. Siehl et al., 164 N.E. ” 
443-Ohio) a 
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See what’s new in surgical furniture! Ohio Chemical’s latest Steril-brite® catalog 
brings you up to date with pictures, prices and descriptions of modern equipment 
designed for longer life, less maintenance and easier mobility. In addition there 
is a section that shows diagrams of suggested room layouts. Complete specifica- 
tions are also included. 


Whether you are replacing outmoded furniture, or need to equip an entire new 
hospital — this Steril-brite catalog will help you with your planning. Ask your 
local authorized Ohio dealer for a copy — or send in the coupon below. There is 
no obligation, of course. 


Serving the Medical Profession for Over Fifty Years 


SPOOHOHSSSHSSSSSSSHSHSSHSHSSSOSHSSHOSSSSHOSSHHSSHSOHHSSOEHSOES 
SEND FOR YOUR COPY TODAY! 
® Ohio Chemical & Surgical Equipment Co. 
Oo , ~ "Ue * J Dept. HM-10, Madison 10, Wisconsi 


(0 Please send new Sterile-brite catalog No. 4663. 
[] Please send me the name of the nearest author- 
ized Steril-brite dealer. 
OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
Madison 10, Wisconsin 

Ohio Chemical Pacific Company, Berkeley 10, California 
Airco Company International, New York 17 
Divisions of Air Reduction C y, | ted 
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the DESIGN of TUBES and CATHETER 


....+. +. Combines New Exclusive Design of Argyle 
Polyvinyl with Features You Have Liked in Rubber 


@ Tubing Connections No Longer a Problem 


As every nurse and technician knows, practically 
all the inconvenience encountered in the use of 
medical and surgical tubing is involved in con- 
necting tube-to-tube, tube-to-patient, or tube-to- 
machine or other apparatus. 


Argyle exclusive, connector and funnel ends are 
integral parts of the tubing itself; helps the user 
two ways: 1) No time wasted searching for separate 
connectors; instant attachment, self-fitting, tight 
seal. 2) Integral connector of same transparent ma- 
terial as tube itself does not interrupt observation 
of flow. 


Satin Smooth Eyes—Properly Related to Lumen 
Size— Scientifically Beveled Tips 


Exclusive, unique Ar- ° 

gyle process assures well- 

rounded, softly beveled 

eyes—no sharp or ragged 

edges. Reduces chance of 

trauma. Compare by feel 

or micro-examination this important difference 
between Argyle and other tubes. 


If eyes are too small, maximum flow is impossi- 
ble. If eyes are too large relative to lumen size, 
kinking or bending may occur during insertion— 
and particles are admitted through the eye which 
may block the tube. All Argyle eyes are scientifi- 
cally shaped and sized in relation to the lumen size. 


All open-end tube tips are scientifically beveled 


DIVISION OF BRUNSWICK CORPORATION 


to create soft smooth opening without sharp edges. 
Tips are free of ragged edges that can irritate 
patient or obstruct flow. 


Water-White Clarity— Perfect Transparency 

Argyle tubing is as transparent as water along 
the entire length. No added connectors to distort 
or obscure the progress of flow. Only oxygen cathe- 
ters, cannulae and tubes are tinged with transparent 
medium green. 


Surgical Grade Polyvinyl Tubing— 
Quality Controlled by Rigid Inspection 

Argyle is made of the highest grade polyvinyl 
tubing in an approved surgical grade formulation 
—odor-free, taste-free, non-toxic, completely inert 
in contact with body fluids. 


Although designated expendable and priced for 
one-use disposability, Argyle quality control stand- 
ards are maintained at a high level by rigid in- 
spections at all stages of production. Argyle may 
be chemically cleaned or sterilized for re-use by 
boiling according to recommended procedures. 


Complete Facts Available in Argyle Catalog 
Send for complete Argyle Catalog containing 

detailed specifications and illustrations of each item 

in the Argyle line of Tubes and 

Catheters. Use coupon to re- 

quest your copy or ask your 

Aloe Representative to show 

you actual samples. 


A. S. Aloe Company 
Division of Brunswick Corporation 
1831 Olive St., St. Louis 3, Mo. 


Please send New Argyle Tubing and Catheter Catalog. 








World’s Foremost Hospital Supplier 


FULLY STOCKED DIVISIONS COAST TO COAST 
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medical RECORDS 


by Adeline C. Hayden, C.R.L. 


Signature for Verbal Orders 


QUESTION: If a doctor omits to in- 
itial verbal orders on the order sheet 
does one signature at the end of the 
form authenticate all the entries? 


ANSWER: One signature is not 
sufficient. Each doctor’s order and 
clinical entry (telephone or oral) 
should be signed as soon as possi- 
ble, not after the patient is dis- 
charged from the hospital. 


Spot Checking 


QUESTION: Is spot checking of 
medical records acceptable? My rec- 
ord committee insists they do not 
have time to check every record. 


ANSWER: It is too much to ask 
the committee to check every rec- 
ord. Spot checking is acceptable, 
but the records checked should be 
representative of each service and 
not just one or two services. 


History and Physical Examination 


QUESTION: Is a history and physi- 
cal examination which is dictated and 
transcribed in the physician’s office 
and brought to the hospital accept- 
able? 


ANSWER: If a history and physical 
examination are dictated, tran- 
scribed and brought from the physi- 
cian’s office and put on the medical 
record within 24 hours after admis- 
sion, this is acceptable but an admis- 
sion note must be written. Do not 
confuse an admission note with a 
progress note. Progress notes are 
notes of the progress of the patient 
during his hospitalization. 


Nurses’ Notes 


QUESTION: What should be included 


in the nurses’ notes? 


ANSWER: To my knowledge there 
are no rules and regulations set up 
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by the hospital accreditation group 
relative to nurses’ notes. I am sure 
you will find it is the concensus of 
Directors of Schools of Nursing 
that nurses’ notes should include 
symptoms of physical and emotion- 
al trauma; routine and out of the 
ordinary things that happen; treat- 
ments given; amounts, color and 
odor of drainage; condition on ad- 
mission and if an injury the exact 
location and time of the injury. 
The nurses’ notes should reflect her 
knowledge of the patient, his con- 
dition and therapy and by all means 
be so worded that they are under- 
standable to the physician. The 
nurses’ notes should not include 
material listed elsewhere in the 
medical record. 


Test Sheets 


QUESTION: I have six new employees 
who have had no experience what- 
soever in medical records. I have two 
of them on indexing and am en- 
deavoring to teach them after hours. 
In addition to the Anatomy for the 
Medical Record Librarian, do you 
know of any good test sheets? 


ANSWER: For teaching purposes I 
use the D-G Anatomy Test Sheets. 
They may be purchased from 
Denoyer-Geppert Company, 5235- 
59 Ravenswood Ave., Chicago 40, 
Ill. 


Filing X-Ray Films 


QUESTION: We are badly in need of 
space for record filing. Will you tell 
me how long x-ray films must be kept? 


ANSWER: There is no rule regard- 
ing the length of time that x-ray 
films should be kept on file. For the 
protection of the hospital this is a 
matter which should be discussed 
with its legal counsel before any 
films are destroyed or sold. The 
safest rule is to keep films at least 
as long as the applicable statute of 
limitations. A report of the x-ray 


examination should be a part of the 
clinical record and a copy of the 
report should be filed in the x-ray 
department. Consider microfilming 
films. 


Patient’s Name on 
Physician's Index Card 


QUESTION: Is there any rule that the 
patient’s name must be included on 
the physician’s index card? 


ANSWER: I have never recom- 
mended that the name of the patient 
be placed on the physician’s incex 
card and I believe the physician’s 
index can be just as effective and 
efficient without the name of the 
patient being recorded as with it 
being recorded. Of course the hos- 
pital number must always be re- 
corded. There is no specific ruling 
relative to this matter. 


Photographing Charts 


QUESTION: Many of the hospitals 
in our city give insurance companies 
photographs of parts of the chart. 
Do you think this is advisable? 


ANSWER: I am not in favor of giv- 
ing insurance companies photo- 
graph of parts of charts. As pre- 
viously stated in my column, I rec- 
ommend that an adequately 
trained individual in the medical 
record department work with the 
investigator and give him the re- 
quired information. There is no 
ruling; the hospital policy must 
govern the action taken. 


Fatty Degeneration and 
Fatty Infiltration 


QUESTION: In the “Textbook and 
Guide” you speak of fatty degenera- 
tion and fatty infiltration. What is 
the difference? 


ANSWER: I am sure that I «an 
give you sufficient information that 
you will understand the differe:ce 
between the two terms. When c:lls 
or tissues which normally do ot 
contain fat droplets show sich 
droplets, the cells are said to hve 
undergone fatty degeneration. F: tty 
degeneration is caused by disease 
within the cell. In fatty infiltration, 
fat is carried to an apparer tly 
healthy cell and deposited ther: in. 
Fatty degeneration is indicated by 
the etiologic code—917 and fatty in- 
filtration by the etiologic cod-— 
921. ® 
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TSI (TIME STERILE INDICATOR) 
ARTICULATES THE ACT 
OF STERILIZING 


IT IS A SCIENTIFIC CHEMICAL REAGENT APPLIED TO A 
SELF-STICKING TAPE. THE WORD “STERILE” APPEARS 
IN BLACK ON THE TIME AUTOCLAVE LABEL ONLY AFTER 
IT HAS BEEN SUBJECTED TO AUTOCLAVE TEMPERATURES 
OF 250° F. FOR AT LEAST 15 MINUTES. NOT A NOVELTY 
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First from American 





New ideas, 
new products 
or 
central 

supply... 


through one service expert! 





American representatives understand central supply Mast Homie McCinin, on Arierean 
a ° man who has focused his energies 

needs. They offer valuable experience and expert counsel in onall-out service to the hospital field 
° : for 11 years. After a rugged three- 

every hospital area.. -and the widest, most complete selec- your tied with Wieden inthe Seal 
tion of products and services in the field. You can rely on Pacific, Howie settled down to a 
° ’ ° ° business career in Florida. His cus- 
American’s reputation for quality and for prompt, depend- tomers in the Miami Region agree 
able delivery. Your man from American is dedicated to orenemeivomy with tis choice, be 
. 2 ‘ : cause over the years he has con- 

your hospital’s best interests... call him with confidence. sistently served their best interests. 
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whos who 


Bett, Roperic M.—has been ap- 
pointed planning director and ad- 
ministrator of a proposed Presby- 
terian Hospital of Dallas, Texas. 
Mr. Bell has been assistant admin- 
istrator of the Dallas County Hos- 
pital District since 1952. 


Dr. Haskins 


Dr. Carlin 


CartiIn, Dr. JAMES F.—appointed 
director of Morningside Hospital, 
Portland, Ore. to succeed Dr. JoHN 
L. Haskins, who retired. 


Coxnen, Hyman—appointed admin- 
istrative assistant of Mount Sinai 
Hospital, Chicago, Ill. 


H. Cohen L. W. Goehring 
Goeurinc, LutHer W.—has_ been 
appointed an assistant administra- 
tor of Lutheran Hospital, Cleve- 
land, Ohio. 


Mann, Crayton E.—who has been 
serving as management analyst at 
the VA Research Hospital, Chicago, 
Ill. and as research associate in the 
program in hospital administration 
at Northwestern University has 
been appointed assistant to the ad- 
ministrator of St. Margaret Hospi- 
tal, Hammond, Ind. 


SisteR ANTHONY Marie—appointed 
administrator of St. Vincent’s Hos- 
pital, New York City. Sister An- 
thony Marie succeeds MorTHErR 
Loretto BERNARD who was elected 
Mother General of the Sisters of 
Charity of New York. 


Miter, Mrs. IRENE Burns—of New 
York has become program director 
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of the Committee on Careers, Na- 
tional League for Nursing, New 
York City, succeeding Mrs. Fior- 
ENCE S. Burns upon the latter’s re- 
tirement August Ist. Mrs. Miller 
has been a member of the commit- 
tee’s staff for 8 years, as Western 
field consultant for the National 
Nurse Recruitment program spear- 
headed by the committee. 


Poutinc, W. Osep—administrator of 
the Broaddus Hospital, Philippi, W. 
Va., has accepted the post as ad- 
ministrator of the new Union Prot- 
estant Hospital in Clarksburg. 


Porter, F. Ross—director of the 
Duke Medical Center Foundation, 
Durham, N.C., has resigned to ac- 
cept a position as hospital advisor 
with the International Cooperation 
Administration, Washington, D. C. 


SisteR Mary Rose—formerly ad- 
ministrator of Mary’s Help Hospi- 
tal, San Francisco, Calif. is the 
new administrator of DePaul Hos- 
pital in St. Louis, Mo. She succeeds 
Sister Justina, who returns to her 
regular duties as administrative 
consultant for the Daughters of 
Charity’s Western Province. 


Rostomity, Cuiirrorp R.—adminis- 
trator of the Lawrence County 
General Hospital, Ironton, Ohio, 
has been appointed to a new post 
of director of administrative serv- 
ices at The Children’s Hospital of 
Columbus. 


Sax.t, JOsEPH—appointed adminis- 
trative assistant of Mount Sinai 
Hospital, Chicago, II. 


C. R. Rostomily ike 


SMOLENS, JOSEPH B.—administra- 
tive assistant of the Hospital for 
Joint Diseases, New York City, has 
been promoted to assistant director. 


Zukon, ALFRED S.—appointed su- 
perintendent of the Elmer Com- 
munity Hospital, Elmer, N. J. Mr. 
Zukon had been administrator of 
Jamaica Hospital, Jamaica, N. Y. 
Mr. JoHN F. Fietcuer, has been 


appointed assistant administrator of 
the Jamaica Hospital to succeed 
Mr. Zukon. 


J. B. Stricker 


SrrRIcKER, JAMES B.—resigned his 
post at Lake County Memorial 
Hospital, Painesville, Ohio to accept 
the post of assistant administrator 
of City Memorial Hospital, Win- 
ston-Salem, N.C. 


Obituary 


AuBerRTI, Homer E.—administrator 
of Winchester Memorial Hospital, 
Winchester Va. for the past 15 
years, passed away very suddenly 
on July 30th. 


Supplier’s News 


W. T. Murphy 


Mourpuy, Witt1am T.—promoted to 
field sales manager of the Flint- 
Eaton division of Baxter Labora- 
tories, Inc. In his new position, 
Murphy will be the chief marketing 
executive. 


Rurr, JAMES—appointed manager 
of marketing services of American 
Hospital Supply Corp., Evanston, 
Til. 





J. F. Molidor 


J. Ruff 


Motiwor, James F.—has been 
named a product director in the 
Hospital Division of Johnson & 
Johnson, New Brunswick, N. J. & 
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Clinical Practice in the Hospital 


Analysis, Review, and Evaluation 


& GNLY PHYSICIANS are capable of 
judg ing what is or what is not good 
med cal practice. Patients and hos- 
pita! personnel may learn to recog- 
nize good practice, but only the 
physician can accurately evaluate 
its quality. 

Tle opinions of individual physi- 
cians vary and rightly so. For that 
reason, the Commission places 
hea. y emphasis on group participa- 
tion in evaluating clinical practice. 
It is the responsibility of the entire 
Active Medical Staff to analyze, 
review, and evaluate the clinical 
practice in the hospital and to in- 
sist on high standards of perform- 
ance from each of its members. 

This responsibility is not easily 
discharged. It requires hours of 
work which the busy physician can 
ill afford to spend and which is 
usually done at the expense of his 
personal pleasures. It requires an 
objectivity which is perhaps even 
more difficult to achieve. To judge 
the work of a colleague on a fair, 
unbiased, impartial level calls for 
the intelligence and wisdom of a 
Solomon. That this is so well done 
in thousands of hospitals can be at- 
tributed to the integrity, effort, and 
persistence of each member of the 
medical staff. 

In order to evaluate clinical prac- 
tice the following are essential: 


Reliable Medical Records 


There must be evidence on the 
medical record that the diagnosis 
was made on the basis of informa- 
tion given by the patient in the 
history, a careful physical examina- 
tion, and a scientific interpretation 
of the findings. There must be suf- 
ficient data recorded to justify the 
physician’s treatment of the patient 
and the results. For the sake of 
both the group whose responsibility 
it is to review the record and the 
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physician whose performance is 
being evaluated, a good medical 
record is indispensable. 

The physician must rely on the 
accuracy of reports on laboratory 
and diagnostic tests. The medical 
staff cannot supervise all these 
areas, but it has a responsibility to 
make certain that there is super- 
vision. This is done by recommend- 
ing the appointment of qualified 
individuals to head these depart- 
ments and to designate those on the 
staff qualified to interpret electro- 
cardiograms, x-rays, and other di- 
agnostic tests. If laboratory work is 
done outside the hospital, it must 
be made certain that these labora- 
tories are government approved, 
licensed, and under the direct su- 
pervision of a pathologist. 


An Organized Medical Staff 


To insure a continual orderly 
process of evaluating clinical prac- 
tice, the medical staff must be for- 
mally organized. This provides a 
framework in which the duties and 
functions of the staff can be carried 
out. The medical staff may decide 
to delegate the responsibility of 
clinical review to committees, to 
clinical departments, or to the staff 
as a whole. Only the individual 
medical staff can determine the 
method which will be most effec- 
tive in the local situation. 


A Competent Medical Staff 


Though listed fourth, the most 
important factor in evaluating clini- 
cal practice is a competent medical 
staff. The quality of medical care 
in the hospital is in direct ratio to 
the knowledge, experience, and 
ability of the members of the medi- 
cal staff. The judgment necessary 
to evaluate clinical practice depends 
entirely on the ability of those who 
are doing the evaluating. 

This makes the appointments to 
the staff and the delineation of 
privileges so important. To do this 
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fairly and objectively, the medical 
staff should set up a system to 
evaluate each applicant and de- 
termine his hospital privileges on 
the basis of professional compe- 
tence. Individual character, train- 
ing, experience, and ability should 
be the criteria for selection. Under 
no circumstances should the ac- 
cordance of staff membership or 
professional privileges in the hos- 
pital be dependent solely upon 
certification, fellowship or member- 
ship in a specialty body or society. 
Neither should appointments be 
denied on the basis of hospital bed 
capacity or selfish competitive mo- 
tives on the part of the staff. 

Although the primary purpose of 
clinical review is to achieve and 
maintain high standards of patient 
care, the process also serves as a 
means of evaluating the perform- 
ance of individual staff members. 
The judgment, ability, and compe- 
tence of a staff member can be 
assessed by his methods of diag- 
nosis, his skill in treatment, and his 
ability to recognize situations which 
call for consultation. These facts 
should influence the decision to 
extend or limit his hospital privi- 
leges. Each member of the staff 
should be given the opportunity to 
realize his full capabilities, and at 
the same time safeguards must be 
established to protect patients. By 
good clinical review both patient 
and staff member profit. 

The Commission in accrediting a 
hospital places great emphasis on 
the extent and care with which the 
medical staff reviews and evaluates 
clinical practice. Since good medi- 
cal records, reliable diagnostic 
services, and a competent, well 
organized staff are essential for 
good clinical review, these factors 
are closely surveyed. To be ac- 
credited, there must be evidence 
that the hospital medical staff is 
living up to its important responsi- 
bilities, = 
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A look at the hospital of the sixties 


® WITHIN THE NEXT TEN YEARS, aS a 
result of work now going on in 
scores of experimental laboratories 
over the country, we may expect a 
major breakthrough in cancer diag- 
nosis and therapy. If any (or all) of 
the approaches to the cause and 
treatment of cancer proves valid and 
passes from the experimental lab- 
oratory to the realm of applied med- 
icine, then the therapy for cancer 
will become primarily medical. Sur- 
gery will be performed only for 
diagnostic biopsy and for irreversi- 
ble physical changes that have al- 
ready occurred, as in the intestinal 
tract. That portion of the work of 
the operating rooms, and of the ad- 
mission of surgical patients, that is 
concerned with cancer will fall off 
remarkably. On the other hand, 
there will undoubtedly be a signif- 
icant increase in the work of the 
clinical laboratories, in the form of 
diagnostic tests that are as yet non- 
existent, for initial diagnosis and for 
following the course of treatment. 


Homografts of Whole Organs 


The immunologists and hematolo- 
gists are particularly involved in 
these investigations. Organs of dif- 
ferent individuals are incompatible. 
If the antibodies of the host can be 


Excerpts from the author's presentation 
at the general session "A Look at Hospitals 
in the Sixties’ at the Tri State Hospital 
Assembly. 
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altered by irradiation, which is one 
approach, or if the genetic identity 
of the graft can be lost by freezing 
thereby changing the protein struc- 
ture of the tissue, which is another 
more hopeful line of attack, the 
problem of incompatibility of grafts 
can be overcome. We can then ex- 
pect the development of organ banks 
and surgery for kidneys, lungs, 
glands and other organs. Certainly 
this will create demands on the lab- 
oratories for biochemical and bac- 
teriological studies, on the radiology 
services, on heart stations and car- 
diopulmonary laboratories and, of 
course, operating room. 


Cardiac and Cardiovascular Surgery 


Cineradiography will permit the 
adaptation of motion pictures to x- 
ray diagnosis, with amplification of 
picture and less exposure to radia- 
tion. The coronary artery circulation 
can be visualized. From this may 
come the application of grafts of the 
coronary arteries in selected cases of 
coronary artery occlusion. Other re- 
vascularization procedures in the 
heart will undoubtedly develop, 
such as opening up the coronary 


arteries by means of strippers now 
employed for peripheral arteries, 
and operation on all valvular disease 
of the heart rather than primarily 
on the mitral valve, as is the case 
today. 


Drug Therapy 


During the last 20 years we have 
seen the introduction of the anti- 


biotics, antihistamines, synthetic 
hormones, amino-acids, radioiso- 
topes, tranquilizers, energizers, polio 
and other viral vaccines. It has been 
estimated that seven out of 10 pre- 
scriptions today are for drugs or 
compounds that did not exist in 
1940. We can expect similar ad- 
vances in drug therapy in the next 
ten years, advances that may ajf‘ect 
hospitalization and length of siay. 

Developments in preventive med- 
icine tend to lack dramatic imp.ct; 
nevertheless, the impact is there 
and, since prevention affects the 
entire population, its results for }os- 
pitals may be more significant t)an 
the advances in diagnosis and t!:er- 
apy of specific diseases. When c! ini- 
cal medicine and preventive m: di- 
cine join hands, the conseque: ces 
are far-reaching. 


Diabetes 
An example is the use of adr nal 
cortical hormone (ACTH) to b»ing 


out latent diabetes. This work was 
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done in the ten-year span 1947 to 
1957. In 1947 purified preparations of 
ACTH became available in suffi- 
ciently large quantities for testing 
in man. There was no hint that this 
adrenal cortical steroid would be of 
real value in medicine, and corti- 
sone had not yet been made syn- 
thetically. A year later, in 1948, the 
first report appeared on the produc- 
tion of temporary diabetes in normal 
people by the administration of 
ACTH for a few days. By 1950, 
cortisone had been synthesized. Since 
then, by steady stages during the 
1950s, scientists worked out the crit- 
ical doses of cortisone that would 
not effect significantly the carbohy- 
drate tolerance of normal people but 
wou!d disclose people susceptible to 
future diabetes.* 

Since diabetes is commonly re- 
garded as an inherited characteris- 
tic, ‘his means that we have at hand 
a mechanism to detect latent diabetes 
among the close relatives of known 
diabetics and ultimately, if mass 
screening methods were carried far 
enough, of the entire population. 

If a “predictor” like cortisone has 
become available for one disease, 
certainly we can expect other pre- 
dictors to be discovered that will 
affect bed utilization and the diag- 
nostic facilities of our hospitals. 


Long-Term Care 


In 1940 there were nine million 
people over age 65; in 1960 there are 
15 million; and the Bureau of the 
Census estimates that in 1980 there 
will be over 25 million, about 10 
percent of the population. On the 
basis of animal experimentation, 
scientists tell us that a theoretical 
biological age of 125 to 150 is now 
possible. 

The older age groups are candi- 
dates for long-term diseases—can- 
cer, arteriosclerosis of the heart, 
brain and peripheral arteries; dis- 
abling arthritis; hypertension; frac- 
tures; and disturbances of vision 
and hearing. Our acute general hos- 
pitals were not planned for long- 
term care, nor should these patients 
occupy the scarce and expensive 
beds of the general hospital except 
during periods of intensive diagnosis 
and treatment. 

Trends that have already become 
apparent will be accelerated during 
the 60s. The practicing physician is 
being encouraged to mobilize—earli-- 
er than he has in the past—certain 


*Conn, Jerome W.: The prediabetic state 
of man. Diabetes 7 (September) 1958. 
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disabling conditions, like strokes, 
fractures and coronary occlusions. 
Hospitals are being encouraged to 
undertake programs of health edu- 
cation, and to organize health main- 
tenance clinics for well adults, so 
that disabilities can be prevented or 
caught in their early stages. 

At the same time, hospitals are 
beginning to develop less costly 
wings or floors for long-term pa- 
tients, to establish or affiliate with 
nursing homes and homes for the 
aged, and to sponsor home care 
services and geriatrics clinics. 

The impact of long-term care will 
be felt beyond obvious differences 
in physical facilities, personnel and 
costs. The medical staff organization 
of our general hospitals, an organi- 
zation that has its roots in clinical 
specialties, was conceived and struc- 
tured to meet the needs of the short- 
term, acute, episodic patient. While 
these specialties are needed and 
used by the long-term patient, the 
organization for his care must be 
based on continuing and total needs, 
taking into account socio-economic 
and cultural values and problems as 
well as purely clinical concepts. 
Hospitals that have embarked on 
long-term care programs are learn- 
ing that they lean heavily on the 
institutionally oriented physician, 
full-time or part-time. 


General Trends 


Without question there will be 
considerable expansion in the diag- 
nostic and therapeutic services that 
support the patient’s bed. The de- 
partments that will be affected espe- 
cially will be the clinical laboratories 
and the operating rooms. Other pro- 
fessional service departments will 
also expand, reducing the percent- 
age of floor area assigned to patient 
rooms in nursing units in relation to 
the total square footage of the in- 
stitution. 

In 1946 an average of four labora- 
tory tests were performed on each 
hospital patient; today the average 
is 14 per patient. The laboratories 
will step up diagnostic work in 
chemistry, bacteriology, serology, 
virology and hematology. Research 
as well as clinical laboratories, with 
supporting appurtenances, like ani- 
mal rooms, will become more com- 
mon place in the general hospital 
than is the case today. 

More offices and conference rooms 
will be needed for professional per- 
sonnel, attending and house staff of- 
ficers and their clerical staffs. 

The standard operating rooms of 
today will have to be increased in 


number and in size to accommodate 
the instrumentation, the monitoring 
equipment, and the personnel within 
and outside the operating room re- 
quired by new procedures. 

While some additional general 
beds will be added for acute patients 
to meet the needs of a growing 
population, the emphasis will be on 
beds for chronically ill patients. 
Long-term care units will be built 
as part of the general hospital or 
closely affiliated with it. Organized 
home care programs, presently in 
their infancy in terms of potential 
development, will be established as 
extra-mural services by many more 
hospitals than the handful presently 
sponsoring them. Old folks homes, 
hitherto catering primarily to the 
well aged, will open nursing units 
and affiliate with hospitals for med- 
ical and ancillary services. Since 
the emphasis will be on restorative 
services, the areas devoted to physi- 
cal therapy, occupational therapy, 
activities of daily living and voca- 
tional counseling will be enlarged. 

There will be greater emphasis on 
diagnostic workup and minor treat- 
ment on an ambulatory basis, posing 
a need for examining treatment and 
recovery rooms. 

The amount of delicate and ex- 
pensive apparatus demanded by ad- 
vances in medicine will increase. We 
shall see counterparts of the heart- 
lung pump, the automatic x-ray 
developer, and the machine that 
ophthalmologists use to repair a de- 
tached retina. We can expect con- 
tinued automation in the hospital’s 
clinical laboratories, already begun 
by the autoanalyzer for blood sug- 
ars, blood urea nitrogens, and other 
biochemical procedures, and by the 
electronic counters of red and white 
blood cells. It is probable that by the 
end of this decade most of the rou- 
tine laboratory procedures will be 
done by machines. The results will 
be more accurate, and probably 
some technicians will be saved, but 
we cannot hope that costs will be 
reduced thereby, since undoubtedly 
more technicians will be needed for 
complex nonroutine procedures that 
do not exist today. 

In fact, in spite of some automa- 
tion and the application of the prin- 
ciples of industrial engineering to 
hospital management, it is probable 
that the ratio of personnel to pa- 
tients will rise to close to three to 
one, even if the work week remains 
constant. The personnel-patient ra- 
tio will tend to become somewhat 
unrealistic anyway, in view of the 
development of programs of care 
that are not concerned with patients 
occupying beds. a 


4] 


sry Lies: 





ws 


—_ 
- 
ee 
r 

’ 

ra 
_ 
i 
> 
- 
4 
eh 

- 





ld 


[ Administration™ 


Part | 


An administrator reviews some historical developments 


in hospitals and projects some future developments. 


® IT Is TO THE IMPACT of research 
on hospitals and hospital adminis- 
tration that we must in large part 
give credit to the fact that hospitals 
have changed and are changing as 
rapidly as is the care of the patient 
by his physician. Doctor and hos- 
pital are interdependent and go 
hand in hand and it is on the team- 
work of this pair that research 
must depend. It is medical research 
to a large extent which had turned 
hospitals from the death houses 
they were as recently as in the late 
nineteenth century to the institu- 
tions of healing, teaching and re- 
search they have become today. As 
our late Dr. MacEachern has said, 
“Florence Nightingale was _ truly 
the first hospital administrator,” 
and to appreciate her work it must 
be remembered that for more than 
a century, previous to her organi- 
zation of nursing service, hospitals 
had resembled the worst type of 
prisons. In 1854, she went to the 
Crimea and organized the military 
hospitals where, as a result of her 
work, the death rate was reduced 
from “40 percent to 2 percent.” 
Two of the greatest influences in 
the development of the hospital 
came into being during the last 
part of the nineteenth century, 
when Morton used sulphuric ether 
in 1846 in the Massachusetts Gen- 
eral Hospital, thus opening the 
doors for the great boon of pain- 
less surgery and when Semmel- 
weiss of Vienna in 1847 laid the 
foundation for Pasteur’s later work 
by declaring that the alarming 
number of deaths from puerperal 
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fever occurring in his hospital was 
due to infection transmitted by stu- 
dents coming directly from the dis- 
section room to take charge of ma- 
ternity patients. He insisted that 
students of obstetrics thoroughly 
wash their hands after coming from 
the anatomy laboratory and had 
the satisfaction of having the mor- 
tality in obstetrics drop from 10 
percent to 1%4 percent. Pasteur, a 
few years later, showed that bac- 
teria was spread by reproduction 
rather than spontaneous generation 
and by his work built the founda- 
tion of the hospital clinical labora- 
tory. Lister, carrying Pasteur’s 
theory a step further, showed that 
wound healing could be hastened 
by use of antiseptics to destroy 
disease-bearing organisms. I some- 
times wonder if we are not closely 
approaching the day when we will 
again be operating in an antiseptic 
mist similar to Lord Lister’s car- 
bolic spray under which he and his 
associates worked. His results from 
the standpoint of antisepsis were 
good and had it not been for the 
fact that some of the operating 
team developed gangrene of the 
fingers from the carbolic acid used, 
the custom might still be with us. 
We now use various antiseptics to 
wash down the walls of the operat- 
ing room, and we step into an anti- 
septic before we enter the surgery. 

What is research? It is searching 


again, again and again. Research 
led to Pasteur’s vaccinating against 
anthrax, Koch’s discovering the 
cholera bacillus, the treatment of 
diphtheria with antitoxin, the iso- 
lation of patients with infectious 
diseases. Of great moment in re- 
search which had an impact on 
hospitals was Bergmann’s introduc- 
tion of steam sterilization in 1886, 
Halstead’s use of rubber gloves in 
1891, Roentgen’s discovery of x-ray 
in 1895. Then we had Einthoven’s 
invention of the electrocardiograph 
in 1903. This was shortly followed 
by the first basal metabolism ap- 
paratus. Then came the Wasser- 
man test for the diagnosis of syphi- 
lis in 1905. This was followed short- 
ly by tests for pancreatic function 
and urinary sugar in 1908. 


Outpatient Department 


The outpatient department which 
came into being early in this cen- 
tury was a boon to research. Cases 
of diabetes being brought in for 
dietary regulation or patients with 
thyroid disease made up a large 
part of the early outpatient depzrt- 
ment population. In fact, these :wo 
groups to a large extent were ‘e- 
sponsible for the birth of the out- 
patient department. Then came the 
social security department thro igh 
whose efforts patients were brought 
to the outpatient department who 
could not afford the fee of the pri- 
vate physician. 

Banting and Best, with the help 
of Eli Lilly, discovered Insulin in 
1922. Although it was a common 
sight in the late twenties to see the 
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ambulance bring a patient to the 
hospital in a diabetic coma or in- 
sulin shock, this is seldom seen to- 
day. We do not have many diabetic 
patients using hospital bed space 
except for a two or three day 
checkup, or for the late stages of a 
neglected or mismanaged case of 
diabetes. The outpatient depart- 
ment diabetic clinic, however, still 
remains one of the busiest clinics 
in the department. 

Some may remember when pa- 
tients from small towns were sent 
to Cleveland to have their thyroid 
glands removed by Dr. George 
Crile. In fact, the Crile Clinic sur- 
geries were so busy from the 
standpoint of thyroid operations 
alone, that Dr. Crile, using two or 
more operating rooms, would have 
one surgical team preceding him, 
exposing the thyroid gland for him 
to remove, and would be followed 
by another team who did the clos- 
ing. Were Dr. Crile alive today, he 
would starve to death on the in- 
come he would derive from operat- 
ing on thyroids. Research and the 
use of iodine in treatment of the 
thyroid has made quite a change in 
our hospitals as well as in the work 
of the general surgeon. Thyroid- 
ectomies seldom appear on our 
surgical schedules today. 

In the early twenties our hospi- 
tal wards were half filled with cases 
of typhoid fever. The discovery of 
the typhoid bacillus and the man- 
ner of spread of this disease was 
responsible for its practical elimi- 
nation. It was well that the method 
of spread of this disease became 
known because even when it was 
discovered, for many years, it was 
very badly treated. Doctors were 
so scared of intestinal hemorrhages 
in the typhoid patient that they 
practically starved the patient and 
starvation perhaps did more to kill 
him than did the toxic effects of the 
typhoid bacillus. We now place the 
typhoid patient on a high caloric 
soft diet. Today, if a patient with 
typhoid fever is sent to the hospi- 
tall we welcome him with open 
arms because a good case of ty- 
phoid fever with all its possible 
complications is still perhaps the 
best teaching material for nurses, 
medical students and physicians 
that it is possible to find. 


Communicable Diseases 


Research in the communicable 
disease field has closed the pest 
house and eliminated the necessity 
of planning for isolation facilities 
for the patient with diphtheria or 
smallpox which are practically ex- 
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tinct in this country, while those 
with measles, mumps and chicken 
pox are now treated in their homes. 

The advent of the chemical bac- 
tericidal agents, such as the sulpha 
drugs, led to the rapid cure of cer- 
tain diseases such as the acute 
respiratory infections, while the 
antibiotics have practically elimi- 
nated a large part of what formerly 
made up a major portion of some of 
the specialties. Here I refer to the 
children who filled our pediatrics 
beds for months on end when, with 
repeated surgery, attempts were 
made to cure their osteomyelitis. 
How many of you remember the 
child with the sudden inset of pain 
in the leg who woke up screaming 
in the night and sometimes the 
diagnosis was missed because the 
doctor called it growing pains—the 
child later to be operated upon 
with an’ incision from his knee to 
his ankle and the tibial bone laid 
open from one end to the other? 
Perhaps some of you even remem- 
ber the term “Carrel-Dakin treat- 
ment,” which consisted of irrigation 
of the bone with Dakin’s solution. 
It is not seen any more. 


Surgery 


What has happened to the many 
cases of acute and chronic mastoid- 
itis, many of the acute ones being 
rushed into the hospitals as emer- 
gencies following perhaps the neg- 
lect of a draining ear which the 
family did not consider of sufficient 
importance to warrant calling the 
doctor? 

The gold metal award at the 
latest meeting of the American 
Medical Association was given for 
research in middle ear surgery. The 
antibiotics have had a tremendous 
effect on changing the complexion 
of the nose and throat specialty. 








Must be nice to get off your feet like 
that. 


The mastoid and the antra have 
practically disappeared from the 
picture as areas for corrective sur- 
gery. This has been, to a great ex- 
tent, replaced by middle ear sur- 
gery brought about by research of 
the middle ear, the production of 
special surgical instruments for op- 
eration on this “watch-like” area 
and the training of men to use 
these instruments. Many cases of 
formerly permanent and practically 
complete deafness, due to an old 
chronic middle ear infection, can 
now be cured by surgery. I have 
wondered why the ear, nose and 
throat specialist who has taken 
over much of the maxillo facial 
surgery has neglected the cleft 
palate and the harelip which sur- 
gery is now done, in most cases, by 
the plastic surgeon. In some areas 
the otolarynogologists have, to the 
diagruntlement of the general sur- 
geons, taken over practically all of 
the head and neck surgery, exclu- 
sive of the brain, some including 
even surgery of the thyroid gland. 
It has been suggested that before 
long the general surgeon will be 
limited to replacing the umbilicus 
with a hook and eye. 

Research in orthopedic surgery 
has also had its effect on the com- 
plexion of the hospital population 
and in cutting down the days’ stay 
of many of their patients. It is but 
a few years since our average days’ 
stay was greatly influenced by the 
fractured hip, generally in older 
people, which kept the patient flat 
on his back for a period of from two 
to five months in traction provided 
he did not die of pneumonia during 
that time. Those patients were ter- 
rific nursing problems from the 
standpoint of regular care. In cer- 
tain patients, it was impossible to 
prevent decubitus ulcers, common- 
ly known as bedsores, which some- 
times took the life of the patient. 
The advent of the “pinning of the 
hip,” with the use of the Smith- 
Peterson nail; the metal prosthesis, 
consisting of a vitallium head with 
which the regular head of the femur 
is replaced; and the intramedullary 
nail have had a great effect in sav- 
ing lives and shortening hospitaliza- 
tion, thus releasing hospital beds 
and preventing bankruptcy of the 
patient and his entire family. 

The orthopedic surgeon, due to 
Salk vaccine, does not have so many 
poliomyelitis patients in traction for 
weeks and months. The iron lung, 
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™ THE SALARY paid an employee is 
just one aspect of a company’s per- 
sonnel overhead — actually only 
about half of the total out-of-pocket 
cost during the course of a year. 

Recent figures on hiring and train- 
ing costs, turnover, capital invest- 
ment per employee, guaranteed an- 
nual wage, minimum wage implica- 
tions, fringe benefits — indicate that 
payroll alone cannot be taken as the 
complete index of personnel costs. 

Yearly cost figures for a clerk or 
semi-skilled factory worker run 
close to the following: salary or 
wages — $3500; training investment 
in the new-hire — $500; turnover 
(based on loss in training invest- 
ment in one out of every three em- 
ployees hired) — $150; capital in- 
vestment depreciation per employee 
— $600; fringe benefits — $1222; a 
total of $5972. 

At the key personnel level (sales- 
men, engineers and other technical 
personnel, supervisors, management 
trainees), figuring a salary of $7000, 
the total yearly expenditure 
amounts to $15,322. 

Your company must have produc- 
tion commensurate with this outlay 
(and thus qualified people to attain 
such production) or soon your pic- 
ture will be more loss than profit. 


Payroll 


Wage settlements for the last two 
years (1959 and 1960) show aver- 
age raises of 8.2 cents an hour each 
year. Pay of $3.00 an hour in fac- 
tories is now very common. Aver- 
age wage in wholesale and retail 
trade is now $3 to $5 a week above 
a year ago; in manufacturing indus- 


This was published originally by Indus- 
trial Psychology, Inc., June 1960 and is re- 
printed here with their permission from 
the Newsletter of Industrial Psychology, 
Inc. 
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tries $8 to $9 a week. Clerical office 
employees now average $70 a week, 
according to a NOMA survey of 
509,000 clerical workers in 7590 
companies — a jump of $6 in last 
year. 

Considering payroll alone, per- 
sonnel is running between 42 per- 
cent and 73 percent of operating 
budget in U. S. business and indus- 
try; in insurance and banking, pay- 
roll averages 53 percent of operat- 
ing cost; in manufacturing firms, 
depending on product and degree of 
automation, about 47 percent; in de- 
partment stores, 59 percent; in hos- 
pitals, 80 percent. 

On the average about three fourths 
of price that users pay for goods 
represents wage costs at various 
levels: production, transportation, 
processing, distribution (U. S. Labor 
Dept.). A $2000 automobile for ex- 
ample, includes $1200 for direct and 
indirect labor costs. 

The payroll figure for your com- 
pany and its relation to total oper- 
ating costs are relatively easily de- 
termined by the comptroller. How- 
ever, besides payroll, there are a 
number of other cost factors, often 
hidden and intangible but still costs, 
which must be charged off against 
personnel. 


Investment in New-hire 


Costs of the following activities 
must be prorated monthly or yearly 
against the company’s new employ- 
ees: recruiting, selection, personnel 
records, induction, training, equip- 
ment tieup, supervising the new em- 
ployee until he reaches a produc- 
tivity commensurate with his wage. 

University of Minnesota surveys 
indicate expenditures for personnel 
department operation alone aver- 
aged $77.65 per employee in 1959 — 
up from $48.59 in 1952. 


For example, to evaluate and 
screen application letters for sales- 
men (by sales managers), the cost 
is $60 per hire; for engineers $20; 
technicians $18; plant managers $84 
per hire. 

Indoctrination costs also mount 
up: from $18 for half-day programs 
for unskilled and _ semi-skilled 
workers to $45 for full-day pro- 
garms for helpers to $3760 for two- 
week course for management train- 
ees. 

The American Management As- 
sociation from its surveys lists the 
following costs in a new employee 
(based on investment to recruit, 
process, orient, and train to average 
production level): junior clerk — 
$300; senior clerk — $700; semi- 
skilled worker — $400; skilled 
worker — $800; salesman — $800; 
sales engineer — $1500; low-skill 
technical or professional — $3000; 
high-skill technical — $15,000. 

These investment-in-new-hire 
costs are discussed in some detail in 
the two books on turnover by Dr. 
Gaudet and the Merchants and 
Manufacturers Association (listed in 
the next section on turnover costs). 

These basic costs in every new- 
hire add up to a good deal of money. 
If the employee works out efficient- 
ly, it is a good investment but (ig- 
ures indicate at least a one-out-of- 
three chance that the new-hi:e’s 
level of production or work quality 
may never reach the standard; that 
he may become disgruntled nd 
quit; that he may have an accident 
or excessive absenteeism; or various 
other occurrences whereby the com- 
pany never recovers its investment. 

At the lower job levels (clerics, 
production personnel in factories, 
sales clerks) the investment in a 
new-hire until he is trained runs 
about $500. At the higher job levels, 
such as engineers, office technical, 
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salesmen, supervisors, management 
trainees, it ranges between $5000 
and $15,000. These figures are basic 
investment in the employee — do not 
include salary while on the job, tie- 
up and inefficient use of machinery, 
tools and materials, customer ill- 
will possibly generated during the 
few months the employee is on the 
job. If the employee should leave 
the company before he is produc- 
tive, you have further investment in 
terms of his replacement cost, em- 
ployment compensation payments, 
slowdown in department operation. 
Bui if he does stay, do not forget 
the’ you have between $500 and 
$50°0 invested in him at this point. 


Turnover Costs 


“What is the nation’s labor turn- 
ove’ bill?” asks Dr. Frederick J. 
Gaidet.* 

His answer: “Let us assume a la- 
bor force of 60 million (much less 
than the actual figure); a monthly 
labor turnover rate of three percent 
(much lower than the actual fig- 
ure); an average turnover cost of 
$500 per worker (clearly a con- 
servative estimate). By simple cal- 
culation, we find that turnover is 1,- 
800,000 workers per month (3% of 
60 million), at a cost of $900 million 
per month, or nearly $11 billion per 
year.” 

According to the Merchants and 
Manufacturers Association** total 
cost for each separated employee 
(manufacturing) is $482 as an aver- 
age. Their formula breaks down as 
follows: employment costs — $43.27, 
break-in — $202.42, formal training 
— $29.33, separation — $3.34, lost 
production and extra burden — 
$174.76, extra Social Security tax — 
$17.44, extra unemployment insur- 
ance tax — $10.26. 

Both of these books quoted above 
give formulae which companies can 
use in the measurement of their 
own turnover costs. 

When an employee turns over, the 
investment in him is obviously lost, 
also the company has the additional 
cost of replacing him with a new 
man, and starting the cost cycle over 
again. 

Business and industry in general, 
and companies in specific, are thus 
paying a staggering yearly bill for 
turnovers . . . there is bound to be 


*Gaudet, Frederick J.: Labor turnover: 
calculation and cost. American Management 
Association, 1960. 

**Labor turnover: causes, costs and meth- 
ods of control. Merchants and Manufac- 
ty Association, 1959, Garden Grove, 
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*This cost applies only to new employees still in training; other four costs apply to all em- 


ployees in company. 


some turnover in any company 
(some turnover is healthy) but if 
the company’s present rate of turn- 
over can be reduced even a few 
percentage points, it will mean large 
savings in hidden personnel costs. 


Capital Investment per Employee 


There is a growing capital invest- 
ment required to create jobs for 
employees, ranging in different 
types of companies from $4000 to as 
high as $90,000 per employee. 

Average capital invested per pro- 
duction worker in 1959 was $17,800 
— about $2000 higher than in 1957.+ 

Considering depreciation, it now 
costs about $600 per worker per year 
merely to maintain the jobs we now 
have. 

Prediction for the 60’s, with the 
bigger, more competitive markets, 
plant-equipment investment per 
worker will be $13,300 by 1970. The 
current figure is $11,000. 


Fringe Benefits 


Of all the types of indirect and 
hidden personnel costs, the most ex- 
pensive to business and industry are 
the fringe benefits. Today fringe 
benefits are running 51.8 cents extra 
per productive hour, over 34.6 per- 
cent of payroll, or $1222 per em- 
ployee per year. This is in contrast 
to 1955, when fringes were $740 per 
employee per year. In the 60’s fringe 
payments per productive hour will 
be higher than the minimum wage 
of 1955. 

Total industry bill for fringe bene- 
fits in 1960 will be $33-billion. Since 
1949 wages have gone up 61 percent, 
while fringes jumped 136 percent. 

Fringe benefits include health and 
welfare plans, insurance programs 
such as group hospitalization, life 
insurance, sickness, old age, retire- 
ment, death, injury, unemployment, 
profit-sharing plans, bonuses, pen- 
sions, and retirement plans, rest 


National Industrial Conference Board. 
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periods, vacations, paid holidays, 
personal leaves of absence, payment 
for time not worked, lunchrooms, 
various types of employee recreation 
programs.* 

For example, two daily 15-minute 
coffee breaks add up to 15 days and 
5 hours yearly. Companies are 
spending over $900-million on recre- 
ation fringes alone. Pension, welfare 
and unemployment benefits cost in- 
dustry $15.4-billion in 1959,** an in- 
crease of $1.6-billion between 1958 
and 1959 — a jump of 208.2 percent 
from 1949 to 1959. 

And fringe benefits will continue 
to go up in the 60’s—75 percent of 
negotiated contracts last year 
granted fringe benefits. Five most 
commonly improved areas: health 
and welfare benefits, pension plans, 
paid vacations, paid holidays, sever- 
ance and unemployment benefits. 

“In days of yore, heaven protected 
the working girl. Nowadays it takes 
a union, a wage-hour law, unem- 
ployment compensation, social se- 
curity, health insurance, and a pen- 
sion plan.” (Changing Times) 

Types of fringes are spreading. A 
new fringe benefit sought in 1958 by 
the Retail Clerks Union in Southern 
California was free psychiatric treat- 
ments for store clerks who crack 
under pressure “of keeping shelves 
stocked” (management turned the 
demand down). 


Other Personnel Costs 


Minimum wage. The U. S. Cham- 
ber of Commerce estimates that the 
desired increase in the minimum 
wage from $1.00 to $1.25 (currently 
before Congress), plus spreading 
this increase all through the wage 
structure to maintain existing pay 
differentials, and presupposing no 
layoffs when these increases occur 


Please turn to page 70 


*Wistert, F. M.: Fringe benefits. 1959, 
Reinhold. This book devotes 169 pages to 
current information on common and un- 
common fringes. 

**National Industrial Conference Board. 
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The Candidates View Health Legislation 


= So much has been said and writ- 
ten about what the government 
ought to do about the nation’s health 
that HOSPITAL MANAGEMENT assigned 


its Washington correspondent, James 
Snyder, to interview the candidates 
about specific issues. Here are the 
questions and the answers given by 
the candidates for the presidency of 


the United States. 


Richard M. Nixon 


C.U.L. 


John F. Kennedy 


1. Under the Hill-Burton Act Congress is now prohibited from 
appropriating more than $211 million annually in Federal 
grants for hospital construction. Would you, if elected Presi- 
dent, favor removal of this limit and an increase in the 


appropriation? 


NIXON: 

“Administration proposals now before Congress 
would provide Federal matching grants for three 
purposes: (a) to renovate and modernize hospital 
facilities; (b) to encourage metropolitan area plan- 
ning; and (c) to put special emphasis on facilities 
for long-term care. I support these proposals. And 
once they are acted on, then we can tackle the 
question of specific appropriations.” 


KENNEDY: 

“Our hospital needs are pressing now, and are 
going to mount in the future. For example, recent 
studies show a four billion dollar backlog in renova- 
tion and modernization of hospitals in urban areas. 

The Hill-Burton program has proven its worth in 
meeting these needs, but if our hospital facilities are 
to be expanded to meet rising demands, the authori- 
zation of the Hill-Burton must be increased.” 


2. The Hill-Burton Act also provides for a limit of $1.2 million 
which can be designated annually for much-needed research 
in hospital administration. Do you feel this amount should 


also be increased? 


NIXON: 

“The proposals referred to in answer to the first 
question do, in fact, provide for such increased 
appropriations — for research and also for construc- 
tion of experimental facilities. I am in favor of such 
an increase.” 


KENNEDY: 

“Yes, The operation and functional design of 
hospitals is a very important part of the total re- 
search effort.” 


: 3. If a medical aid-to-the-aged bill were pasbed exactly as you 
wished, what would its provisions be regarding the following: 
' (a) method of administration; (b) age of eligibility; (c) cost of 


‘Federal participation? 
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NIXON: 

“Let me say first that the specifics of such a pro- 
gram are much less important than the basic prin- 
ciples — voluntary participation, and coverage which 
is not limited to those under Social Security. Beyond 
these basic considerations I would favor (a) primary 
administrative _responsibility, under a formula of 
matching grants, in the hands of the states; (b) 
coverage for all our citizens 65 and over; (c) rough- 
ly, a 50-50 matching grant formula, but with some 
flexibility in terms of both the fiscal ability and 
present efforts by the various states.” 


KENNEDY: 

“The medical care bill I introduced on January 
26 of this year provided a plan by which any person 
entitled to benefits under the Social Security system, 
including disability benefits, would be eligible for 
hospitalization and nursing home care. 

Administration would be through agreements be- 
tween hospitals and nursing homes, and the Social 
Security Trust Fund. The government would exer- 
cise no supervision or control over terms of ad- 
ministration or operation or over the selection or 
compensation of personnel. My plan would be 
financed entirely out of Social Security funds. 

The Anderson amendment, which I supported on 
the Senate floor was not as extensive as my original 
bill, but it was the best I felt could be accomplished 
at the present session of Congress. We could have 
passed the Anderson bill had it not been opposed 
by the Administration, the Vice President and every 
Republican in the Senate except one. I hope the 
people of this country will give us a mandate to 
pass an effective medical care bill next year, and if 
that mandate is given me, I will honor it.” 


4. Do you feel that aged persons should first pay a sum out of 
their own pockets for medical care before becoming eligible 


for sprees aid? 


NIXON: 

“In general, I am in favor of the deductible prin- 
ciple. I think it puts primary responsibility where it 
belongs — on the individual. But there is another 
very great strength in this principle: it would 
broaden the scope of medical benefits and thus pro- 
tect against long-term and expensive illnesses.” 


KENNEDY: 

“Insofar as benefits come out of the Social Security 
Trust Fund, to which persons have contributed dur- 
ing their working years, everyone makes a contri- 
bution toward his medical care. But he makes it at 
a time when he can best afford it. Once a person is 
retired, I do not feel he should be burdened with 
deductible or with a means test.” 


_ 5. If elected President, who will you name as Secretary of — 
Education and Welfare? 


NIXON: 

“T have consistently taken the position that it 
would be improper for me, at this time, to make any 
such designations or encourage speculation about 
cabinet posts.” 


KENNEDY: 

“This is a matter which must properly await the 
outcome of the election. I have made no commit- 
ments to anyone for any office.” 


6. The McNamara Bill would create a rr million Office of the 
Aging at HEW, to provide federal coordination of all — 
and problems a the — Do you favor this Bill? 


NIXON: 

“The Federal Council on Aging has been in ex- 
istence only since March 1959. I think it should be 
given a fair chance to demonstrate its ability to 
discharge this job. Then, too, the White House Con- 
ference on Aging is scheduled for January 1961, and 
it will certainly have recommendations to make on 
the question of long-term coordination. I think we 
should hold off for the present on any specific pro- 
posal.” : 
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KENNEDY: 

“As a member of the Committee which reported 
this bill favorably, I supported this suggestion as 
serving a useful function.” 








7. Do you feel the Kefauver drug hearings were necessary and 


worthwhile? 


NIXON: 

“It is much too early to come to definite con- 
clusions about this: the Committee’s work is not 
complete; public attitudes are still being formed; 
and neither the drug industry nor Congress has yet 
had a chance to take specific action. I will say this 
much however: to the extent that these hearings 
have the result of better self-policing by the industry 
itself or more effective public controls — over the 
purity and safety and effectiveness of drugs — then 
they will have been worthwhile. If, on full analysis, 
there turn out to have been exaggerations and dis- 
tortions, and a resulting drop in public confidence, 
then the effect will be detrimental to a major Amer- 
ican industry which, by and large, has surely earned 
its reputation for public service. But until the hear- 
ings are complete, this is sheer speculation.” 


KENNEDY: 

“Senator Kefauver uncovered much evidence of 
loose practices and indifference to the public in- 
terest on the part of government officials who had 
been entrusted with the health and safety of the 
people. He also gave a useful airing to many of 
the competitive problems that have arisen in the drug 
industry.” 


8. What legislation, if any, do you favor to bring about a stricter 
federal policing of drug producers? 


NIXON: 

“IT support the Administration proposals now be- 
fore Congress, the so-called Factory Inspection and 
Drug Amendments of 1960. They would clarify and 
strengthen the existing inspection authority of the 
Food and Drug Administration. Manufacturers of 
new drugs would be required to keep full records 
and make full reports on clinical experience of such 
drugs. These proposals would also tighten compliance 
with present controls over strength, purity, quality, 
and identification of drugs and extend to all anti- 
biotics the presently limited certification provisions. 
I think this program will do the job.” 


KENNEDY: 

“Since the committee has not yet reported on this 
subject, I would prefer to wait and examine their 
recommendations before making my own.” 


9. The National Institutes of Health appropriation has been ten- 
tatively approved by the Senate at $664 million. Do you feel 
this is an adequate sum to spend on health research during 
the current fiscal year? 


NIXON: 

“Federal support of medical research has been 
greatly expanded in the past several years. I think 
it should continue to do so. But at the same time, 
we must strike a sensible balance between Federal 
and private spending and avoid a drop-off in the 
latter. We must be sure that the Institutes can 
effectively absorb new funds. And on such grounds, 
I think the Senate proposal represents too rapid a 
rate of expansion.” 


KENNEDY: 

“Since this question was asked, the House-Senate 
Conference Committee has reduced this figure some- 
what. I felt the original figure appropriated by the 
Senate was adequate, determined as it was on the 
recommendation of a very distinguished group of 
medical leaders who acted as consultants to the 
Appropriations Committee.” 


HOSPITAL MANAGEMENT 





10. Senator Wayne Morse plans to hold Senate investigations on 
rising hospital costs. Do you advocate such a hearing? 


NIXON: 

“This is clearly a matter for the Senate to decide 
— if the members feel they need more information 
than has already been provided by several State 
investigations of this question, in order to guide 
sound future legislation.” 


KENNEDY: 

“Every important component of the cost of living 
should be kept under study by the government, 
since cooperation between both public and private 
groups in our economy is necessary to hold down 
the cost of living. I am sure that if Senator Morse 
holds such hearings, he will conduct them judicially, 
as he always done in his long and distinguished 
public career.” 


11. The Herlong Bill would provide 90% Federal assistance in 
construction of hospitals in areas where such need has arisen 
due to population growth from Federal impact. Do you favor 


this Bill? 


NIXON: 

“I have consistently supported the Hill-Burton 
approach up to now and I would have to consider 
very carefully, and in terms of specific areas, any 
new formula for Federal assistance.” 


KENNEDY: 

“In certain cases, where.a sudden burst of federal 
activity has caused a great influx of population to 
an area of sparse hospital facilities — Cape Canav- 
eral for example — the Federal Government has a 
definite responsibility. But whether this responsi- 
bility should be met through the formula of the 
Herlong Bill or through the Hill-Burton program, 
I am not prepared to say at this time, since this bill 
is not before the Senate and I have had no oppor- 
tunity to study it.” 


12. It has been stated by many medical authorities that the United 
States needs a federal agency to coordinate all medical re- 
search being done by both federal and private groups here and 
abroad. It is predicted that such an organization would elimi- 
nate duplication in studies and facilitate exchange of project 
reports between American and foreign institutions. Would you, 
if elected, advocate creation of such a federal organization? 


NIXON: 

“We have often considered such proposals in the 
Executive Branch. It seems to me that the organiza- 
tions nows charged with these responsibilities — 
the President’s Science Advisory Committee, the 
Federal Council for Science and Technology, the 
National Science Foundation, and the National Insti- 
tutes of Health — are doing a fine job. Our health 
research effort is being stimulated — without rigid 
and stultifying controls over its conduct. I see no 
present need for a new federal agency in this field.” 
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KENNEDY: 

“Last year, I co-sponsored Senator Hill’s pro- 
posal (the International Health Research Act) which 
would have created another institute at NIH to 
serve this function. I believe such an agency, ade- 
quately financed, is essential if we are to take full 
advantage of the progress being made in medical 
research in other countries.” ® 











An Epidemiological Approach 


to Hospital Utilization 


by Max Shain, M.P.H. 

Assistant Professor of Hospital Administration 
Graduate School of Business and Public Administration 
Sloan Institute of Hospital Administration 


Cornell University 





® AS A RESULT of the widespread in- 
terest in problems of hospital utili- 
zation, a number of _ university 
groups have undertaken systematic 
research in this field. Our group at 
Cornell has previously reported on 
a general review of factors influenc- 
ing utilization under insurance, a 
study pinpointing the crucial posi- 
tion of the bed supply in influencing 
the amount of hospital care that is 
provided,’ and an analysis of the in- 
fluence of prepaid physician’s serv- 
ice on utilization.* 

In this article, we report the re- 
sults of physician reviews of just 
under 1,000 consecutive patient rec- 
ords at three medium-sized gen- 
eral hospitals in central New York 
state. The review was undertaken 
as a pilot study to find out just 
what types of case require special 
attention in efforts to control utili- 
zation; the results are elaborated 
into a method for selecting cases 
which will heighten the efficiency 
of medical staff utilization commit- 
tees. 

The three hospitals which fur- 


Dr. Milton I. Roemer, Director of Re- 
search at the Sloan Institute, designed the 
questionnaire used in this study and super- 
vised the field work. The author is indebted 
to Mr. Robert M. Sigmond, Executive Di- 
rector of the Hospital Council of Western 
Pennsylvania, for criticism and suggestions 
on an earlier draft of this paper. 

An appendix of more detailed tabulations 
and calculations will be supplied by the 
author, upon request. 

"Roemer, M. |. and Shain, M.: Hospital 
utilization under insurance, Hospital Mono- 
graph Series, No. 6, Chicago. American 
Hospital Association, 1959. 

*Shain, M., and Roemer, M. |.: Hospital 
costs relate to the supply of beds. Modern 
Hospital 92: 4:71 (April) 1959. 

*Roemer, M. |.: The influence of prepaid 
physician's service on hospital utilization. 
Hospitals 32:20:48-52 (October 16) 1958. 

‘ae issue. Hospitals 33:15:388 (Aug. 
1) 1959. 
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nished the patient records for study 
were between 100 and 199 beds; this 
class and hospitals of smaller size 
include over 80 percent of the non- 
federal short-term general hospitals 
in the United States.‘ During the 
month for which the study cases 
were selected, the three hospitals 
were occupied at comfortable ratios 
in the neighborhood of 70 to 80 per- 
cent, at which ratios no overwhelm- 
ing pressure for discharging patients 
speedily would be felt. The average 
length of stay during the study 
month was a trifle over six days. 

The approach that was taken in 
this study was basically that which 
has been so usefully employed by 
epidemiologists in investigating dis- 
ease outbreaks. The steps in this 
approach may be outlined as fol- 
lows. 


1. Defining the condition under 
study. In this case, it becomes 
quickly apparent that the “disease” 
which has become known as over- 
utilization is really two conditions 
which, although related, must be 
analyzed separately. Over-utiliza- 
tion may occur either when (a) a 
patient who does not require inpa- 
tient diagnostic or treatment serv- 
ices is admitted to the hospital, or 
(b) when a patient is kept in the 
hospital longer than necessary. 
Other factors might also be con- 
sidered, such as excessive use of 
drugs or laboratory tests during the 
hospital stay. Our approach in this 
study was limited, however, to the 
two most basic components of hos- 
pital utilization, which are admis- 
sion and length of stay. 

2. Determining the special char- 
acteristics of the groups in the pop- 
ulation who are afflicted with the 
condition. 


3. Devising control measures that 


are tailored to the specific nature of 
the condition and to the special 
characteristics of the groups that are 
affected. This is particularly im- 
portant when the means of control 
are scarce or expensive. In the 
early days of the Salk vaccine, for 
example, vaccination was limited to 
pregnant women and to young 
children, because they were the 
groups most susceptible to polio- 
myelitis. In the present case, where 
physicians’ time is the scare ele- 
ment in the control procedure, it 
is helpful if the kinds of cases which 
are to be reviewed are selected to 
yield the greatest results. 


Method 


Two physicians who were not in 
active practice in the locality re- 
viewed 953 consecutive records from 
the three hospitals for the month 
of February, 1957 (each doing about 
half). The patient’s age, sex, ad- 
dress, place of birth, marital status 
and religion, the length of stay and 
the diagnosis which was the prin- 
cipal reason for hospitalization were 
taken from the chart. The type of 
accommodation that the patient oc- 
cupied and the main source of pay- 
ment for hospitalization were also 
taken from the chart, if they wer: 
indicated there. The name of the at- 
tending physician was transcribe 
and data about the physician’s fiel’! 
of practice was coded from the 
American Medical directory and th 
directory of the state medical so- 
ciety. 

For each patient, the reviewin: 
physician examined the chart in 
detail to score the need for hospita! 
care, in terms of the specific diag- 
nostic and treatment services whic!) 
were provided during the hospita! 
stay, according to the following 
scale: 
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In four percent of the cases studied, both the 
diagnostic and the treatment services were characterized 
as procedures that could easily have been done 


outside the hospital. 


The patients of the part-time specialists were 
significantly high on their rate of questionable admission. 


Two groups had significantly high proportions 
of questionable admissions: men between 15 and 24; women over 65. 


Two diagnostic groups were outstandingly high: 


arthritis and rheumatism; accidents. 








1. Could only be done in a hos- 
pitai. 

2. Could be done better in a hos- 
pital. 

3. Could be done outside, with 
effort. 

4. Could easily be done outside. 

5. No significant procedures. 

The length of stay for each pa- 
tient was also studied by the re- 
viewing physician and scored ac- 
cording to this scale: 

1. Surprisingly short for the con- 
dition. 

2. Active management and prompt 
discharge. 

3. Reasonable duration. 

4. Probably excessive duration, or 
needless delays. 

5. Definitely excessive stay. 

The information about each pa- 
tient and the judgments of the re- 
viewing physician were coded and 
punched into business machine 
cards. It then became possible to 
cross-tabulate data on the cards to 
answer these questions: 

1. What kinds of patients most 
frequently gave rise to questionable 
admissions, that is, were provided 
no essential in-hospital services? 

2. What kinds of patients most 
frequently were kept in the hos- 
pital for excessive periods? 


Findings 


Questionable Admissions—Forty- 
two cases (about 4 percent of the 
total number studied) were classi- 
fied under this heading, on the basis 
of being scored four or five on both 
the diagnostic and treatment serv- 
ices which were provided. This 
means that both the diagnostic and 
treatment services were character- 
ized as procedures that could easily 
have been done outside of the hos- 
pital, or that no significant proce- 
dures were performed. Seven class- 


OCTOBER, 1960 


es of patients had significantly high 
proportions of cases scored as ques- 
tionable admissions (table 1). 

By age and sex, two groups had 
significantly high proportions of 
questionable admissions, men be- 
tween 15 and 24 and women over 
65. By reason for hospitalization, 
the patients admitted apparently for 
“observation and/or diagnosis” and 
for “medical service” had _ signifi- 
cantly high rates. Two diagnostic 
groups, arthritis and rheumatism, 
and accidents, were outstandingly 
high. Finally, when the attending 
physicians were classified as full- 
time specialists, part-time special- 
ists, and general practitioners (ac- 
cording to their listings in the na- 
tional and state directories), the pa- 
tients of the part-time specialists 
were significantly high on their rate 
of questionable admission. 

A number of classifications of pa- 
tients yielded negative results, that 
is, no class was found with a signifi- 
cantly high rate of questionable ad- 
mission. The distance of the pa- 
tient’s residence from the hospital, 
the patient’s birthplace, marital 
status, religion, type of accommoda- 
tion in the hospital, and source of 
payment of the hospital bill were 
the classifications which showed no 
significantly high groups. 

Looking over the classes of pa- 
tients with positive findings (table 
1) we can envision two major types 
of patient who are most likely to 
be admitted with questionable need. 
First is the young man who has had 
an accident; perhaps the extent of 
his injuries are unclear when he 
comes to the emergency room, and 
he is put to bed for “observation 
and diagnosis.” When the physician 
comes to the hospital some time 
later, he recognizes the injuries as 
minor and sends his patient home. 


Since the three hospitals included 
in the study have no house staffs or 
full-time physicians outside of the 
laboratory departments, there is 
only a nurse to screen patients in 
the emergency room; under such 
circumstances, and with no over- 
whelming pressure for beds, the 
emergency room nurse is likely to 
advise admissions for some patients 
whose injuries are essentially mi- 
nor. The second type that emerges 
is the elderly lady with aches and 
pains who is having great difficulty 
carrying out her normal household 
tasks and is brought to the hospital 
for symptomatic treatment. 

At this point, we can only specu- 
late on the role of the “part-time 
specialist” physician. These are, in 
general, physicians who have not 
achieved full specialist status, but 
who emphasize certain fields, like 
traumatic surgery, in what is essen- 
tially a general practice. We might 
suggest that such physicians, attrac- 
ting some difficult cases but lacking 
a full range of specialized facilities 
in their offices, are most likely to 
hospitalize such patients. More com- 
plete outpatient services than are 
typically offered at a small- or me- 
dium-sized hospital would make it 
possible for more of such physicians’ 
patients to be cared for on an am- 
bulatory basis. 

Excessive length of stay—The re- 
viewing physicians judged that 50 
patients (5 percent of the total) 
were in hospital for periods which 
were probably or definitely exces- 
sive. The classes of patients whose 
stays were scored as excessive in 
significantly higher proportions than 
the average are shown in table 2. 

The only age and sex group with 
a significantly high rate of exces- 
sive stay were the women between 
45 and 64 years of age. By reason 
Please turn to page 113 
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by Charles U. Letourneau, M.D. 


® THOSE WHO OBSERVE the changes 
which are presently taking place in 
the Canadian hospital system are 


OC °OBER, 1960 


S. , 
1 Gt a 
ny Jand a om the 


‘ ia Tt 
, small & ant These 


‘ ; 
Mo Gaskatchewa™ 
sae of Saskatch 
ce 
provin 


TOW 


struck with the similarity of the 
present Canadian picture to that 
which preceded the nationalization 
of hospitals in Great Britain. 

Many are wondering what led the 
British to abandon a_ voluntary 
hospital system which had been in 
existence for nearly a_ thousand 
years and traced its origins to even 
greater antiquity. 
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Cautious students of hospital af- 
fairs have identified similar patterns 
in the United States. These may 
lead to nationalization of our 
hospital institutions with the in- 
evitable corollary of socialization of 
the practice of medicine under 
government control. This is happen- 
ing now in Saskatchewan. It may 
happen here sooner than we think. 
The outcome of the next election 
will not determine the inevitability 
but only the rate of speed at which 
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the ultimate changeover will take 
place from a voluntary system to 


a government system. 
Situation in Britain 


British observers, exercising hind- 
sight, now concede that it was not 
the labor government nor the in- 
digent nor the medically indigent 
who brought about the change to 
socialism. It was the substantial 
citizens, the businessmen, the pro- 
fessional people, the industrialists 
and the middle classes who became 
fed up with constant demands by 
hospitals and charitable institutions 
for greater and greater financial 
contributions without being allowed 
to know what was being done with 
the money. What went on inside 
these institutions, they wondered, 
that forced them to operate at such 
tremendous losses while well man- 
aged businesses were operating at 
a comfortable profit? Insurance 
commissioners in various states are 
asking the same questions and not 
getting the answers. 

Interviews with trustees of Brit- 
ish hospitals (and the same opin- 
ions are held by trustees of many 
Canadian and United States hospi- 
tals) revealed the important fact 
that the voluntary hospital system 
in Great Britain was no longer man- 
aged voluntarily by substantial 
citizens of the commonwealth. 
Hospitals had been taken over by 
the medical profession and by pro- 
fessional administrators who tended 
to exclude the citizen volunteers 
from active participation in the 
management of the hospitals. (Many 
administrators in America still refer 
to “interfering” trustees.) 

Lacking ihis participation, trustees 
lost interest and the hospitals lost 
their most powerful representatives 
where they count most in a democ- 
racy, namely, in the legislature. 
For no matter how worthy the 
objective, the politician understands 
our society in terms of power. Only 
those interests prevail which can 
bring pressure to bear in the legis- 
lature. In a democracy, power is 
measured in terms of votes. To a 
lesser extent votes are measured in 
terms of money and influence. 


Lack of Support 


Lacking the strong support of 
the substantial citizens who in- 
fluence the election of legislators, 
hospitals found themselves weak- 
ened by having no powerful rep- 


resentation which could bring 
pressure to bear to preserve the 
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voluntary hospital system. And so 
the voluntary hospital system was 
lost in Great Britain and leader- 
ship passed to the United States of 
America. 

The prodromal signs of dissolu- 
tion of the voluntary hospital system 
are all present in the United States 
today. Hospitals are represented 
mainly by administrators (who are 
paid employees, and not too well 
paid, at that) who present facts and 
figures of a kind but rarely operate 
at a high enough level or wield 
enough power to have any impact 
upon legislation. 

To some extent hospitals are also 
represented by the medical profes- 
sion but this has had a negative 
rather than a positive effect upon 
our legislators. For organized 
medicine has acquired the reputa- 
tion of being against everything 
that is constructive. 

Religious groups who own and 
operate hospitals also speak for 
hospitals but the influence of the 
churches is no longer sufficient to 
carry a point of view to the legis- 
lator, even if they could be depended 
upon to act in concert. 

Owners of private (for profit) 
hospitals are not sufficiently 
numerous nor wealthy enough to 
have impact except in a few 
isolated communities but they could 
and have brought pressure to bear 
which politicians understand. 

The people who could exercise the 
greatest influence over legislators 
are the hospital trustees. But these 
have been discouraged, either by 
default, by neglect or by design 
from finding out too much about 
the operations of the hospitals. 
Even if they could be drafted to 
represent hospitals, it is doubtful 
that they could speak intelligently 
because of their lack of knowledge 
of hospital operations. 

Hospital trustees should be the 
persons who explain the activities 
of the voltintary hospitals to the 
public and“to their representatives, 
the legislators. There was a time 
when they could do, and did this 
with telling effect. The hospitals of 
New England bear mute testimony 
to the effectiveness of old time 
trustees. But with the increased 
complexity of hospital institutions 
and the development of the pro- 
fessional hospital administrator, 
trustees have been relegated, more 
and more, to the role of geese 
who lay golden eggs and many of 
them are becoming tired of it. And 
with good reason. 

Complaints most often heard 
from hospital trustees concern 


frustrations. Many feel that they 
could help matters in hospitals but 
are being blocked in their effo:ts, 

Most frustrating to trustees is ‘he 
inadequacy of the hospital statisi ics 
which are produced today. Trust-es 
measure things in terms of qua ity 
and quantity of service. In our 
hospitals no such units of measue- 
ment are available. Some natio.al 
statistics on costs are produced ut 
they c oly measure local situaticns. 
They cannot serve as a basis of 
comparison between hospitals. There 
are no norms of how a good hospital 
ought to operate. If doctors end 
administrators have their way, there 
probably never will be. 

The trustee rarely gets a saitis- 
factory answer from the administra- 
tor of a hospital. If the hospital’s 
costs are above the national aver- 
age, the administrator replies bland- 
ly to the trustee’s question by stat- 
ing that his hospital renders a higher 
quality of service than do others 
and he is sure that the trustee wants 
the best. But if the administrator’s 
costs are lower than the national 
average, he points with pride to 
his efficient management in keeping 
cost down. With this philosophy the 
administrator can’t lose. The doctors 
will back him up and the trustees 
can’t prove him wrong. 

The trustees and the plain or- 
dinary citizens reason correctly that 
there must be a difference in quality 
between hospitals. They can’t all be 
the best. But no one can be found 
to admit that some other hospital 
is giving better service either 
among the physicians or the ad- 
ministrators. If the nursing staff were 
consulted there might be an answer 
but this practice is discouraged by 
physicians and by administrators. 













Taboos and Obstacles 


A major source of dissatisfaction 
to hospital trustees is that although 
they are held personally respo si- 
ble for the management and ope:a- 
tion of a hospital they are so 
frustrated by taboos and obsta: ‘es 
that it is impossible for them to | nd 
out how certain parts of the hosp: 
operate. Trustees resent the post 
of semi-divinity which is assur 
by some physicians as they p:' 
out that, in medical matters, 
trustee is nothing more than a | 
grade moron who would never g1..sp 
the significance of any particular «ct 
or fact no matter how hard a 
doctor tried to explain it. And th. re 
is almost nothing'in a hospital tat 


Please turn to page 79 
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s Walter N. Clissold, executive 
vice president of the Clissold Pub- 
lishing Company, and publisher of 
Hospital Management, presented the 
plaques to the winners of the Mac- 
Eachern Competitions. The break- 
fast was held at the Fairmont Hotel 
in San Francisco on August 31. (See 
also pages 58, 61, 62.) a 


Annual Reports 


Rudolph Elstad, assist. dir, The Christ 
Hospital, Cincinnati, Ohio. 


For complete list of winners see 
Hospital Management, August, 1960 
pages 48 and 50. 


Mrs. Adalyn B. Ross, p.r. dir., St. Vincent 
Charity Hospital, Cleveland, Ohio. 
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Honorable mention awards for the hospital bulletin, annual report and public relations 
program were received by Dave Johnson who represented Miami Valley Hospital of Dayton, 


Ohio. 


H. P. J. Gunn, adm. and Mrs, Jean Gould, 
p.r. dir, Children's Hospital, Vancouver, 
B.C., Canada. 


Henry McLaughlin, assoc. dir., 
Vancouver General Hospital, Van- 
cover, B.C., Canada. 





Hospital Bulletins 


Emily Stebbins, p.r. dir., Evanston Hospital, 
Evanston, Ill. 


Mr. E. W. Miller, adm. and Dr. E. R. Malia, 
editor-in-chief, Huron Road Hospital, 
Cleveland, Ohio. 





Margaret K. Fischer, assist. p.r. manager, 
The Jewish Hospital Association, Cincinnati, 


Ohio. 
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Dr. Martin F. Heidgen, adm. and Walter 
Enz, p.r. counsel, Memorial Hospital of Du 
Page County, Elmhurst, Ill. 





1. A. Curtis Tacy, manager of professional sales, Bauer & Black Division of the Kendall 
Company, Chicago, Ill. and 

2. William C. Cray, public relations manager of Abbott Laboratories, North Chicago, Ill. 
were the judges for the annual reports contests. 

3. James Ince, public relations director, American Hospital Supply Corporation, Evanston, 
Ill. and 

4. Mrs. Normadel Einbecher, public relations director of Roosevelt University, Chicago, Ill. 
judged the three categories of Hospital Bulletins. 


Y 


Sick 


‘i 
C. A. Sage, assoc. dir., Hospital fo: 
Children, Toronto, Ontario, Canada. 
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mild enough for a baby’s skin... 
so right for any patient’s skin! 


—one reason why Ivory is by far the leading soap in hospitals everywhere! 
Your patients deserve the best of care. Pure, mild Ivory Soap ——>-—_— > pP— QE EERE 


is the mildest washing care a patient can have . . . mild 


enough even for a baby’s sensitive skin. It’s refreshing, clean I V O RY 


smelling and cleanses gently. ‘To maintain a high standard of 
quality, Ivory Soap must pass 233 laboratory and scientific 
tests. And today more doctors recommend Ivory than any 


other soap. It’s the leading soap in hospitals everywhere. If | 
you are not now using Ivory in your institution, give it a trial ee ae 
soon. Ivory will quickly win your confidence, too! 99+ 100% pure® .. . it floats 
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Grady K. Howard, Administrator 


ONE BURROUGHS MACHINE AUTOMATES 
ENTIRE ACCOUNTING JOB, 
PROVIDES CURRENT COMPARATIVE DATA 


The seene: Kings Mountain Hospital, Inc., Kings Mountain, North Carolina— 
currently expanding its 50-bed capacity to 75. The jeb: the entire accounting 
operation. The equipment: Burroughs F-1500 Typewriter Accounting Machine. 
The results, in the words of Administrator Grady K. Howard: ‘“‘This Burroughs 
Machine completely automates our accounting job and provides plenty of capacity 
for our future needs. It’s saved us 6624% on payroll accounting time alone. And 
it’s provided us with better patient records, up-to-date ledgers and the current 
comparative financial data that help us make decisions.”’ 


Burroughs and Sensimatic—TM’s 


Kings Mountain Hospital is one of many helped to 


new accounting efficiency by Burroughs office Burroughs 


automation equipment. For details, ask to see our 
informative film, ‘“‘Data for Diagnosis.’’ Call our 


nearby branch now. Or write Burroughs Corpora- = Corporat ion 


tion, Detroit 32, Michigan. 


“NEW DIMENSIONS / in electronics and data processing systems” 


For more information, use yellow postcard inside back cover. HOSPITAL MANAGEMEN™ 









Public Relations Program 







Mr. Matthew McNulty, Jr., adm., 
University Hospital and Hillman David Kinzer, dir. Ill. Hosp. Assn. was see 

Clinic, University of Alabama received for Children Memorial Orpha Mohr, pur. agt., Chicago Wesley 
Medical Center, Birmingham, Ala. and Decatur & Macon County. Memorial Hospital, Chicago, Ill. 
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Dr. Leigh J. Crozier, dir. and Edith Fae Mr. Harold W. Salmon, adm. and Mrs. 


Dr. Joseph Lichty, exec. dir., Akron General Cook, director of dietetics, Hermann Hospi- Florence S. Hyde, p.r. dir., Sherman Hospi- 
Hospital, Akron, Ohio. tal, Houston, Texas. tal, Elgin, Ill. 


Editorial Awards 








Roy Hudenburg, dir. of clinic Leonard Hamblin, adm. Blessing 
Ralph L. Perkins, administrative facilities, Community Health Hospital, Quincy, _ Ill. received 
Steve J. Soltis, adm., Beckley Me- officer, U.S.P.H.S. Hospital, Sta- Assoc., Detroit, Mich. picked up for Dr. Walter M. Whitaker of 
morial Hospital, Beckley, W. Va. ten Island, N. Y. his and Dr. Mott's plaques. the Quincy Clinic. 
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Avoid that 
uncertain 
walking-on-ice 
feeling... 





For positive traction underfoot, plus lasting beauty, 
use floor wax containing LUDOX—Du Pont’s anti-slip ingredient 


With ‘“‘Ludox” in the floor wax you get added 
safety underfoot. ‘‘Ludox’”’ acts like a brake that 
promotes easy, effortless walking. And you get 
the lasting beauty only a fine wax can give your 
floors. Scratches and scuffs can be buffed out 





In floor wax, microscopically 
small spheres of “Ludox’ colloi- 
dal silica are mixed among larger 
wax globules. Under foot pres- 
sure the particles of ‘‘Ludox” bite 
into the softer wax globules, re- 
sulting in a snubbing action that 
makes walking more carefree 
and comfortable. 
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without rewaxing. For more information and a 
list of suppliers, write us or mail coupon below. 


LUDOX° 


S066. 9at OF colloidal silica 


BETTER THINGS FOR BETTER LIVING. . . THROUGH CHEMISTRY 
E. I. du Pont de Nemours & Co. (Inc.) 
Industrial and Biochemicals Dept. 
Room 2539HM, Nemours Bldg. 
Wilmington 98, Delaware 





| 

| 

| 

| 

| Please send FREE booklet describing the advantages of floor 
: wax with “Ludox” and a list of suppliers of these quality waxes. 
| 

| 

| 

| 
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Tell me more about: 


[] ROLL-IN TV 
[] TELE-CHESTS 
(] PERMANENT 


Custom 
television 
that won’t 
cost your 
hospital 

a penny! 





Planning to furnish or 
refurnish rooms? TEL-Hotel 
will custom-design a 
complete television system 
just for you. 

You can have roll-in TV as 
shown above or TV in custom 
furniture like the Tele-Chest. 
With TEL-HOTEL television 
you can have any kind of 
merchandising plan you wish 
and at no cost. Installation, 
maintenance, insurance . . . 
everything is included in the plan. 
Let us tell you more about it. 
There's no obligation. Just fill 
out the coupon and mail it. 


INSTALLATIONS 


NAME 
HOSPITAL 
CITY 

STATE 

















HOTEL corp. 


342 Madison Avenue 
New York 17, N. Y. 
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a.c.N.a. activities 


One hundred and forty- 
seven members were 
advanced to the status 
of Fellowship at the 
26th Convocation Ceremony of the 
American College of Hospital Ad- 
ministrators held on Sunday after- 
noon, August 28th in the Masonic 
Memorial Temple in San Francisco. 

At the same ceremony, the Col- 
lege conferred Certificates of Mem- 
bership upon 281 nominees and ad- 
mitted 323 to the professional society 
as New Nominees. 

Four Honorary Fellowships, the 
highest commendation of the Col- 








D. Blasingame Dr. Darley 


lege, were presented to: F. J. L. 
Blasingame, M.D., executive vice 
president, American Medical Asso- 
ciation, Chicago; Ward Darley, M.D., 
director, Association of American 
Medical Colleges, Evanston (lIll.); 





foe 


Prof. Dimock Lt. Gen. Heaton 


Professor Marshall E. Dimock, head, 
Department of Government, New 
York University, New York City 
and Lt. Gen. Leonard D. Heaton, 
The Surgeon General, Department 
of the Army, Washington, D.C. 


ACHA President Ray 
E. Brown gave a keynote 
address as the highlight 

. of the College’s 26th An- 
nual Banquet held in the Garden 
Court of the Sheraton-Palace Hotel 
on Sunday evening, August 28th. 

In his address, President Brown 
reviewed the achievements of the 
College and suggested directions of 
future growth and development. 





The traditional Past-Presid:nt’s 
Emblem was presented to Anthony 
W. Eckert, director of the Ferth 
Amboy General Hospital of New 
Jersey, who served the College as 
president between 1958-1959. 

Distinguished service plaques 
were presented to out-going Off- 
cers: Mark Berke, first vice pvesi- 
dent and director of the Mount Zion 
Hospital in San Francisco and S. A, 
Ruskjer, second vice president and 
administrator, Waverly Hills Tuber- 
culosis Sanitorium in Kentucky. 

Outgoing Regents of the College 
who were formally commended for 
their services to the College were: 
J. Russell Clark, former executive 
director of the Brooklyn Hospital in 
New York and Leo G. Schmeizer, 
former director, Wilmington Gener- 
al Hospital, Delaware. 

Mr. Brown’s keynote address this 
year replaced the Arthur C. Bach- 
meyer Memorial Address, custom- 
arily held at the annual banquet but 
rescheduled for the forthcoming 
Fourth Annual Congress on Admin- 
istration to be held in Chicago Feb- 
ruary 2-4, 1961. 


Disaster planning, ac- 
creditation and adminis- 
trator-medical staff rela- 
tions are among the 
topics to be presented at the Col- 
lege-sponsored Ninth Eastern Basic 
Institute for Hospital Administra- 
tors, scheduled for the Sylvania 
Hotel in Pennsylvania October 10- 
14th. 

In addition, the program will fea- 
ture reviews of medical care and 
Federal legislation as they are af- 
fecting hospitals, an examination of 
third party relationships, a report on 
the treatment of the chronicall, ill 
and considerable discussion on 
employer-employee relations nd 
the hospital and the law. 

Among the many participants ill 
be ACHA President Melvi: L. 
Sutley, who will discuss “A Phiivos- 
ophy of Hospital Administration, 
and ACHA Executive Director Dan 
Conley who will talk about “Prin- 
ciples of Professional Conduct.” 

Registration to the Ninth East: :n 
Basic Institute is open to all affilia'cs 
of the College and to administrat«s 
and assistant administrators of lisi-d 
hospitals. The tuition is nomin«i: 
$35 for affiliates; $50 for non-affili- 
ates. s 
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Prize Winning Design 


s John Douglass of St. Louis dis- 
a: his prize winning entry in the 
1960 Gray Iron Founders Society 
Contest. Mr. Douglass, project en- 
ginecr in the design section of 
Shampaine Company, a division of 
Shampaine Industries, Inc., was re- 
cently informed that he hes been 
judged the winner of the first prize 
in the contest for his design for a 
seat casting assembly for Sham- 


paine’s Surg-A-Matic (pictured be- 
neath the casting) and Surg-A 
Power Major Operating Tables. In 
judging the contest, which attracted 
entries from across the United 
States, the judges considered com- 
mercial importance to the industry, 
cost savings to customers, improve- 
ment of the product and ingenuity 
of the design. Mr. Douglass will be 
awarded the first prize of $500 at 
the Society’s annual meeting in 
Cincinnati this fall. a 


Dietetics as a Profession 


" THERE IS AVAIABLE a 4(0-page 
booklet giving complete information 
concerning careers in _ dietetics. 
Calied “Dietetics as a Profession” 
the booklet is priced at 35 cents per 
copy; $7.75 for 25 copies and $14 for 
50 copies. Order from The American 
Dietetic Association, 620 N. Michi- 
gan Ave., Chicago 11. = 
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Reduce Hospital 
Costs with the 


MOTOROLA | DAHLBE RG 


HOSPITAL COMMUNICATIONS SYSTEMS 








Pillow Speaker Television/Radio 


By keeping patients’ minds busy through the 
outside entertainment of TV and radio, “‘hotel 
services’ are dramatically curtailed. A men- 
tally active patient makes fewer demands on 
your busy nursing staff, enables fewer nurses 
to serve more patients. 





Audio-Visual Nurse Call 


Dahlberg brings patient privacy to audio- 
visual nurse call. Pillow Speaker unit serves 
as two-way speaker microphone. Patient con- 
verses privately with nurse instead of speak- 
ing into a wall or ceiling speaker. Nurses 
handle more calls with less room trips. 





Hospital Broadcaster Station W-E-L-L 


Your own private radio station lets you pro- 
duce TV and Radio programs tailored to your 
needs. A great patient morale booster, you 
can educate patients to your services, show 
reasons for hospital costs, develop religious 
programs and special material originated by 
hospital auxiliary personnel. 





Instant Voice Radio Paging 


Motorola/Dahlberg Selective voice paging lets 
you page key personnel instantly. Only the 
individual being paged receives the call. The 
tone signal alerts him, the voice message in- 
forms him. Brings a tremendous increase in 
internal communications efficiency. 





Closed- Circuit Television 


For bringing special religious TV programs to 
patients... to televise medical or nursing pro- 
cedures to students ... for virtually any en- 
tertainment or educational project, Motorola/ 
Dahlberg provides a closed-circuit TV system 
to your requirements. 





One source... one installation . . . one service responsibility 
AND NOW, you lease the entire MOTOROLA/DAHLBERG 
System with No Cash Outlay! 
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Standardized 
Housekeeping 


automatically. 


Part IV The Future of Hospital Housekeeping 


by Mohe H. Solworth and Gloria J. Roddey 


™ THE STANDARDIZED housekeeping 
program in operation at St. Joseph 
Infirmary, with its new and better 
equipment, its new checking and 
control tools, is just beginning. Fur- 
ther productivity sources can be 
tapped and greater control of the 
invisible soil, the staphylococci and 
infectious bacteria and virus, can 
be expected in the not too distant 
future. 

In business and industrial opera- 
tions, a standards reorganization of 
the cleaning program can normally 
increase productivity by 100 to 200 
percent. Gains in the hospital op- 
eration, however, are relatively 
lower. What are the still untapped 
areas of gain? 

Major benefits can be derived 
when hospitals begin to meet house- 
keeping needs in their building de- 
sign and maintenance programs. 
Housekeeping design principles 
such as elimination of the hori- 
zontal, preservation of the smooth 
surface, layout for ease of cleaning, 





Miss Roddey is director of hospital divi- 
sion and Mr. Solworth is president of In- 
dustrial Sanitation Counselors, Louisville, Ky. 


containment of the product in the 
process, and provision of adequate 
facilities, mean lowered housekeep- 
ing workload and _ consequently 
lowered manning requirements. In 
the average hospital today, rates 
per 1,000 square feet could be low- 
ered 20 to 30 percent through “san- 
itation conscious” design. 

Improved design permits not only 
faster but better cleaning. Ornate 
furniture, ledges and protrusions, 
porous surfaces, hard to get to cor- 
ners retain soil and encourage “skip 
cleaning” tactics. 

As an example of the kind of 
gains possible through sanitation 
design, a county government build- 
ing in Indianapolis will save $220,- 
000 annually in cleaning costs 
through consideration of cleaning 
needs during design planning and 
construction. An east coast food in- 
dustry is saving $223,000 cleaning 
dollars annually in a recently con- 
structed New England plant. In- 
clusion of sanitation design princi- 
ples is also contributing to great- 
er efficiencies in all departments. 

Hospitals can achieve compara- 
ble gains percentage-wise. And by 


Figure 1. The auto buffer will dust, buff, vacuum or police corridor areas 





incorporating better design princi- 
ples in the planning stage of new 
facilities, they can also offer greater 
protection to investment. Areas 
which can be properly cleaned and 
cared for stand far better chance of 
attaining maximum life expectancy. 
Housekeeping is also looking to 
maintenance departments for more 
cooperation and support. No matter 
how clean a surface may be, if it 
is worn, chipped, cracked, or stained 
beyond repair, the building will not 
look clean. Bright, attractive sur- 
roundings always appear cleaner 
than dingy, dilapidated quarters. 
Better tools and supplies «nd 
more automated equipment will 
mean increased housekeeping pro- 
ductivity. While tremendous pyro- 
ductivity gains were made by ‘he 
introduction of carryalls carts, more 
can still be done to draw maxim:im 
efficiency from these units. A 1a- 
jor aim of research is to incor}0- 
rate a closed-in vacuum system ii- 
to the base of the cart with light 
hose extension‘ for patient rocm 
cleaning. Hopes are to make tiie 
vacuum unit battery operated io 
eliminate plug-in time. Dismissal 
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or all personnel with patient contacts 


Thorough washing with the antiseptic detergent, 
pHisoHex, is a simple hygienic measure that can help re- 
duce staphylococcal and other infections if adopted by all 
hospital personnel attending patients. Such a hospital 
procedure has “... proved effective in controlling the 
spread of infection....”" Routine washing with pHisoHex 
is suggested not only for surgeons, physicians and nurses, 
but also for nurses’ aids, food handlers and members of 
the housekeeping and laundry staff. Home use by sur- 
geons and nurses augments results still further. 








antibacterial 
= detergent with 3% 
hexachlorophene 


. the bactericidai effect of pHisoHex can be attributed 
ss the efficient deposition of hexachlorophene as a 
semi-permanent film on the skin of frequent users.”? 
Hexachlorophene is particularly effective against 
staphylococci.’ 
pHisoHex is a potent antibacterial, hypoallergenic deter- 
gent with “...a surface tension reducent 40% more 
powerful than soap.”? 


1. Benson, Margaret E.: Am. J. Sag 57:1136, Sept., 1957. 2. S'tbs8" 
H. G.; Webster, C. U., and Bruce, M. L.: Brit. M. J. 2:606, Oct. 
2, Ayliffe, G. A. J.; Alder, V. G. snd Gillespie, W. A: Lancet 2:456, Sept. 
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maid carts need greater mobility to 
allow greater operator facility and 
to reduce fatigue. 

The fact that, in a hospital, the 
building must be cleaned when it 
is occupied creates a great house- 
keeping problem. Except in office 
areas, there is no time when the 
hospital is not in use. Housekeep- 
ing must find a better way of clean- 
ing under the handicaps of traffic 
congestion. No matter when clean- 
ing workers mop, buff or refinish 
a corridor, for example, they are 
in a traffic jam. This means that the 
work takes longer and that almost 


without fail some heedless foot will 
ruin the cleaner’s.work almost be- 
fore it is completed. What house- 
keeping must do is to find longer 
lasting protective finishes for the 
floors which will remain durable 
under the hospital’s heavy traffic. 
Housekeeping must also find a way 
to get corridor work done quickly 
in the few short hours of little traf- 
fic. Research is developing a silent, 
battery-operated cart (figure 1) 
which is able to dust, buff and even 
vacuum and police automatically. 
With such a machine, corridor clean- 
ing will take a fraction of the time 
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now required and will mean that 
housekeeping can finish busy areas 


before the heavy midmorning traffic, 
This unit is being field tested and 
should be available for use shortly, 

Developing better staphylococcus 
control is a major goal of every con- 
scientious housekeeping operation. 
Literally dozens of papers, articles, 
books, lectures and conferences ap- 
pear today which emphasize the 
need for better housekeeping 
staphylococcus control. All the in- 
formation available asserts houise- 
keeping’s function in staphylococcus 
control but there is a dearth of 
definitive procedures and _ tech- 
niques. It is difficult, for example, 
to use the floor flooding methods so 
often recommended, since _ there 
usually is not sufficient time when 
a room is unoccupied for such in- 
volved cleaning. Housekeeping is 
looking for satisfactory substitutes 
for methods which are theoretically 
good but difficult and sometimes 
impossible to execute. 

Housekeeping’s number one con- 
cern is finding not only effective 
disinfectants but effective tech- 
niques of application. There are 
many good disinfectants but all of 
them depend on good methods and 
systems of application to achieve 
the desired results. The manner of 
cleaning, the method of application 
of disinfectant, the frequency of 
disinfection and, above all, the 
thoroughness of cleaning will still 
make the difference between good 
and bad disinfection. 

Once housekeeping shows its dis- 
infection is adequate, residual ac- 
tion must be determined. Again, 
danger spots must be determined 
along with necessary steps to pre- 
vent contamination. In attempting 
to control sources of contamination, 
housekeeping must not overlook 
nooks and crannies (figure 2); such 
areas are magnets for dust borne 
bacteria. 

The research investigation in- 
cludes tests to determine how long 
each tested disinfectant solution is 
effective, best ways for keeping 
areas and equipment decontanii- 
nated, and dust down and out of ihe 
building. In connection with this, 
steps will be taken to determine ‘he 
extent of air circulation in operat- 
ing rooms under negative pressu’e, 
and the degree to which cleaning 
activities outside operating rooms 
affect air currents within. 

Like other hospital departmenis, 
however, housekeeping believes thit 
effective staphylococcus control ult'- 
mately depends on the employees 
themselves—their personal stanca- 
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ards and habits of cleanliness. Im- 
proper handling of dressings—cross 
infections through careless coughing 
and sneezing—lack of personal 
cleanliness—failure to wash hands 
after using toilet facilities—contam- 
inated clothing are staphylococcus’ 
greatest contributors. Housekeep- 
ing can only help—but it is cer- 
tainly willing to do its share. 

Even in the physical control of 
staphylococcus, housekeeping can- 
not assume full responsibility. 
Housekeeping, for example, cannot 
solve the problem of blankets diffi- 
cult to disinfect. It is the responsi- 
bility of purchasing and other de- 
partments to obtain and use wash- 
able blankets. which can be cleaned 
and disinfected after patient use. 

Some of the solutions of staphy- 
lococcus control are simply beyond 
the budget of the hospital and 
enough cannot be done until the 
hospital has the money necessary 
to act. The point is that the whole 
problem will not be solved until 
everything affecting staphylococcus 
is controlled. 

These are only a few of the cur- 
rent efforts to further improve the 
housekeeping function. However, 
with research endeavors of this 
type, housekeeping is properly as- 


: ee ae 
Figure 2. Plates which will collect 
airborne staphylococcus are placed 
in vital areas to allow study of 
trends and control techniques. 


suming its role as a major depart- 
ment. 

Because other departments are so 
dependent upon housekeeping to 
perfect their operations, the house- 
keeping function must be upgraded. 
Housekeeping cannot continue 
fumbling at the bottom of the heap. 
Present conditions should prove 
that the day is past when house- 
keeping can be the lowest paid, 
lowest caliber, lowest performing 


and least organized hospital depart- 
ment. 

St. Joseph Infirmary has rec- 
ognized the tremendous need to up- 
grade the housekeeping department 
and to provide it with the smoothest 
operating technology and control 
system available. Housekeeping has 
this capacity for elevation. There is 
a tremendous amount of technology 
in the modern standards hospital 
housekeeping program. To super- 
vise properly such a program takes 
a long period of training and de- 
velopment, leadership, judicative 
ability and work capacity. To pro- 
vide standard cleaning service re- 
quires full training, quality con- 
sciousness and dependability among 
workers. 

Hospitals must realize the new 
dimensions possible for their house- 
keeping programs. There is so much 
to be gained through better and 
higher calibre housekeeping and so 
much to continue to lose in today’s 
typical inefficient operation. 

In the St. Joseph Infirmary pro- 
gram, both performance and pres- 
tige have been increased. House- 
keeping has met its goals for today 
and is working steadily toward to- 
morrow’s goals. a 





THE MOST 


Frotitable 


INVESTMENT YOU CAN MAKE 


tHe HAMMOND 
INSTITUTIONAL LAUNDRY UNIT 


It's true! Actual plant operations have proven 
that tremendous savings are possible every month 
with your own Hammond Laundry Unit. It’s easy 
to see why — These superbly designed Hammond 
Units are compact . .. require very little floor 
space. They operate with precision automatic con- 
trols... . eliminating the need for experienced 
operators. And, Hammond engineering assures 
smooth, dependable performance that’s practically 
maintenance free. There’s a Hammond Unit to fit 
your operation and provide a positive solution 
to your laundry problem. Write for complete 
details today! 


* Reduce mounting laundry costs 
Increase life of linens 
Lower linen inventory 
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Speed up laundry service 


Send for Hammond's free and infor 
mative booklet, prepared especially 
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HAMMOND 


saves you money every month 


LAUNDRY-CLEANING MACHINERY COMPANY WACO, TEXAS 
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Diack — 
the dependable 
control Since 1909 
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THOSE DAYS 
ARE GONE 


The days of ‘‘Laud- 
able pus” are gone. 
An 
now usually means a 
mistake some- 
where! A Diack Con- 
trol in each pack is 


infected wound 


**mistake-protection”’. 


Go back to the first princi- 
ples of cleanliness and ste- 
rility and you will control 
the staph problem. 


SMITH & UNDERWOOD, Royal 
Oak, Michigan . . . Sole manu- 
facturers of Diack Controls and 
Inform Controls 
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so necessary in the bulbar type 
polio, is seen less frequently in our 
hospitals. 


Tuberculosis 


Many of us remember finding a 
case of active tuberculosis on our 
wards and we were sometimes per- 
haps too energetic in having that 
patient removed from the hospital 
because, we stated, we were not 
equipped to take care of this type 
of patient. Some of our physicians 
used to send these patients into the 
hospital “under wraps,” from the 
standpoint of the diagnosis (they 
came in as pneumonia, grippe and 
flu) in order to have some place to 
keep them while finding an empty 
bed in a tuberculosis hospital. This 
was greatly resented by hospital 
administrators because it is the tu- 
berculosis case that we don’t know 
about that does the damage and not 
the one we do know about and in 
the care of which proper precau- 
tions may be used. 

These cases have practically dis- 
appeared chiefly for two reasons. 

One is that the disease is being 
rapidly eradicated through the use 
of the antibiotics and by chest sur- 
gery with the result that the patient 
who is admitted to the general hos- 
pital becomes noninfectious follow- 
ing his surgery and remains but a 
short time. 


Two is the fact that there is so 
much room in the tuberculosis hos- 
pitals that there is no waiting pe- 
riod in having patients admitted. 
While tuberculosis hospitals are 
gradually becoming a thing of the 
past, those that remain have, in 
many cases, developed excellent 
chest surgery services and have be- 
come very important teaching af- 
filiations for the nearby teaching 
hospitals. Six years ago there were 
16,000 TB patients in veterans hos- 
pitals — there are today only 10,000, 
a drop of 63 percent in six years. 

Another of the long term cases 
which we see less often in these 
days is the patient with the stroke 
who used to become a human vege- 
table for whom nothing could be 
done except to try to prevent his 
getting bedsores. We know better 
now. Physical medicine has gone a 
long way to rehabilitate many of 
these patients and to make them 
useful citizens. 

Early ambulation of post opera- 
tive surgical patients was the result 
of research. Do you remember when 


the standard time for complete bed 
rest following a simple inguinal 
hernia was 12 days — then it took 
two weeks before the patient 
learned to walk again and he was 
out of work for a total of at least 
six weeks? Today, we remove half 
of a person’s stomach and get him 
out of bed the next day. Sometimes 
he is home at the end of one week. 
Do you recall the frequency of pul- 
monary emboli, about a week after 
surgery when the patient who was 
ready to go home gave a few gasps 
and died? Early ambulation has 
been largely responsible for the de- 
crease in the number of these cases 
while dicumerol and heparin have 
shown excellent results in their 
treatment. The hospitals got blamed 
in many cases for the deaths of 
these patients. 4 


Part II next month will take a 
look at research in heart and blood 
vessel surgery, patient stay, iso- 
topes, old age and their importance 
during the next decade. 
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— the U. S. wage bill would go up 
$43-million. 

Guaranteed annual wage. This 
union demand first seen in auto con- 
tracts in 1955 increases wages about 
5 percent. If expanded to other in- 
dustries, it could raise payroll costs 
2 cents to 17 cents an hour. 

Wasted time. With current wage 
rates, minutes wasted can add up to 
big money . . . the Cincinnati Time 
Recorder Co. published the follow- 
ing chart to show how much five 
minutes of wasted time per day costs 
a company in a year: 





Hourly 5 25 100 
Rate Workers Workers Workers 
$1.25 $265.60 $1,328.00 $ 5,312.00 

1.50 318.80 1,594.00 6,376.00 
1.75 371.90 1,859.40 7,438.00 
2.00 425.00 2,125.00 8,500.00 
2.25 478.10 2,390.50 9,562.00 
2.50 531.30 2,656.50 10,626.00 





Health. Workers’ health is a larg: 
cost item for U. S. business. Even i: 
July; the year’s low point for absen- 
teeism, U. S. Labor Dept. record- 
600,000 workers missing from thei: 
jobs each day. In 1959, sickness cost 
a total of 600-million man-days — @ 
national loss in production and 
wages alone close to $5-billion. Res- 
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piratory and gastro-intestinal ill- 

nesses head the list, accounting for 

one-half and one-fourth total ab- S TY LE st @) a S TA C ae Ay G 
sences respectively. 

Mental illnesses. Estimated to cost . . » two new chairs from Howell that perform wonderful 
business and industry $3-billion a 
year directly, and another $9-billion 
in indirect costs. One out of every . . . modern design with a feeling for function. Both with 
15 persons will at some time be a date olUl ieotameler-lihavmcat-vauar-Cmur-tel-Malel7-)imil-milciairlilcMin 


patient in a mental hospital. 
Alcoholism. A company with 500 modern metal furniture for more than 3 decades. 


employees probably has 15 alcohol- Send for catal ‘ ‘ og: . 
ca the payvall. The 18% five. E ta og illustrations, areciicntiens F Valo mm olave) cok) 
million alcoholics cost business at of actual installations—tell us the possible use you have in 


least $1-billion yearly — 29.7-mil- mind and get specific recommendations. Stacking Chairs— 


lion working days were lost last : 
yea from excessive drinking. Al- Lounge Furniture—Tables and Chairs—Occasional Tables 


cohol is also responsible for about 
150° serious on-the-job accidents a 
year. 

Absenteeism. According to Man- 
agement Methods, total out-of- 
pocket cost of absenteeism to Amer- 
icar. industry is well over $10-bil- 
lion — not including the cost of 
lowered productivity. 

Accidents. Job injuries in a year 
disable 1,970,000 workers, result in 
loss of 41-million man-days for dis- 
ability. Injured workers collect more 
than $1-billion a year in workmen’s 
compensation. There’s the story of 
the workman who couldn’t go back 
to the job even after his broken leg 
healed — compensation set in. ® 


double service: Here is practicality with a flair for fashion 


Disease Impartial 


s Parke, Davis and Co. in its 
“Patterns of Disease” reports these 
health statistics for executives vs. 
workers: 


Executives Workers 
Obesity 32% 
Gastrointestinal . 7% 8% 
Anxiety States .. 19% 13% 
Varicose Veins . 10% 6% 
Arteriosclerosis . 8% 15% 
Hypertension ... 12% 15% 
Peptic Uleer .... 4% 6% 

Concludes: “There is no clearcut 
evidence that the working environ- 
ment of management has any pe- 
culiar hazards.” 

However, executives need physi- 
cal checkups . . . 41 out of 100 
executives thought they were in 
good shape when coming in for 


routine checks . . . of these 40 per 
cent gastro-intestinal troubles, 30 
per cent heart diseases, 30 per cent 
metabolic disorders (e.g., diabetes) 
eS . a ; 


doctor’s recommendation: 
Strict program of annual checkups 


for all executives. % 

438 S. First St., St. : 
—Newsletter, Industrial Phychology, net. en 
Ine. 
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ENGINEERING - Maintenance 


by Daniel M. Roop, P.E. 


Room 


Lights 


Care and Maintenance 





by Ira M. Markwood 





™ pEeRHAPS the most forgotten piece 

of equipment in the hospital as far 
as maintenance is concerned is the 
operating room light. It is suspended 
from the ceiling, out of the way and 
receives attention only when a bulb 
burns out, or when something dras- 
tic happens to it. Even on these oc- 
casions the only attention it normal- 
ly receives is directed toward cor- 
recting the particular malfunction 
that has occurred. 

The light is actually a complex 
piece of mechanism and should re- 
ceive all the care which is due it. 
Much time and thought were spent 
by the designers in being sure that 
the light pattern is correct and color 
balanced, that the light is properly 
focused, and within the most desir- 
able range of intensity. 

The design of each light is based 
on a particular type of electric bulb. 
The use of the wrong bulb, or even 
the correct bulb with incorrect volt- 
age, will completely nullify all of the 
efforts spent in giving the operating 
surgeon proper lighting. For ex- 
ample, a clear bulb should not be 
used in a light which was designed 
for a frosted bulb and, conversely, a 
frosted bulb should not be used ina 
light which was designed for a clear 
bulb. Furthermore, a lightly frosted 
bulb should not be used where a 
heavy frost was intended, and vice 
versa. The voltage of the bulb shold 
correspond to the actual voltage 
supplied to it. If a 120V bulb is used 
in a circuit which supplies 11°V, 
there will not be sufficient light 0: 't- 
put. If the reverse is true, light ou't- 
put will be greatly increased but ‘1e 
life of the bulb will be greatly sho: t- 
ened. In case of doubt the manufé::- 
turer should be consulted. 

Even when correct bulbs are used, 
light output can be significantly de- 










Figure 1. Use fine sandpaper to clean commutators 















Figure 4. The set screw for 
light suspension is positioned 
in hole drilled into the 


suspension tube. 











Figure 2. To level the light, 
adjust the nuts. 
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Mr. Markwood is manager of the service 
division, \Vilmot Castle Company, Roci- 
ester, N. Y. 
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Troy WX" washer-extractor pays for itself 


A first person report by John Frantonius, Chief En- 
gineer, Highland Park Hospital, Highland Park, Illinois. 


“Our existing laundry facilities couldn’t handle the 
extra laundry from a 35-bed Medical Pavilion acquired 
three years ago by the Highland Park Hospital Founda- 
tion. So it was done outside, at a cost of $7,200 a year. 
To lower this cost and increase our productivity to handle 
another 60-bed expansion, we hin ghee a 375 lb. TRoy 
WX WASHER-EXTRACTOR, replaced a 40 lb. tumbler with a 
100 lb. troy Tumbler, and replaced a two-roll ironer with 
a 120 in., six-roll TRoy SPEEDLINE Ironer. 


“With our new TROY WX, we've increased our daily pro- 
ductive capacity 50.7%, slashed per load production time 
22%, raised our total capacity 87.5%, and substantially 
reduced our production costs. In fact, the savings on Pa- 
vilion laundry costs alone will more than pay for our new 
TROY WX WASHER-EXTRACTOR! 


“Laundry working conditions are improved, too. The 
Bifurcator fan on the TROY wx eliminates the rush of 


steam after extraction plus improving extraction so clothes 
come out just damp enough to be put directly into the 
ironer. The laundry stays cleaner because we’re removing 
virtually dry clothes from our TROY wx . . . floors don't 
have to be mopped dry. 


“We like the TRoy wx features of spray-rinse suds re- 
moval and automatic dispensing of soap additives during 
cycle phases, too. 


“We checked the products of three other manufacturers 
before purchasing, and we are very satisfied with our de- 
cision. We feel that we have received a superior product. 
The savings that are anticipated will pay for the TROY 
WX WASHER-EXTRACTOR in 214 years.” 


Whether you’re planning a new hospital laundry or 
an expansion of your present one, there’s a TROY WX 
W ASHER-EXTRACTOR to meet your needs most eco- 
nomically. Available in 25 1b., 100 1b., 200 Ib. and 
300 Ib. capacities. 


WRITE DEPT. HM-1060 FOR DETAILED BULLETIN 


LAUNDRY MACHINE 


Division of American Machine and 


WX® WASHER-EXTRACTOR 
< 100 Lbs., 200 Lbs., 375 Lbs. 
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Divisions of American Machine and Metals, Inc., New York 7, New 
“TROY LAUNDRY MACHINERY © RIEHLE TESTING MACHINES ¢ DE BOTHEZAT 
CENTRIFUGALS © FILTRATION ENGINEERS « FILTRATION FABRICS 
STATES GAUGE © RAHM INSTRUMENTS © LAMB ELECTRIC COM 
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For more information, use yellow postcard inside back cover. 





creased by accumulated dirt. A pe- 
riodic schedule of routine cleaning 
will not only help keep light output 
satisfactory, but will also serve the 
very important hygienic purpose of 
removing dust and dirt which col- 
lects on the upper surfaces of the 
light assembly. 

In order to maintain proper elec- 
trical circuits, commutators, brushes 
and sliding contacts should be 
cleaned, checked and adjusted as 
necessary on a regular schedule. For 
example, commutators should be 
cleaned with fine sandpaper (figure 
1). Contacts which slide along the 
rail, when accessible, should be given 
the same treatment. However, dust 
seals should never be broken mere- 
ly to give a routine cleaning to con- 
tacts. The result may be worse than 
if no cleaning was done. Also, on 
some types of lights the commuta- 
tors are self-cleaning and should not 
be touched. Emery cloth should 


never be used since emery is a con- 
ductor, and the particles which fall 
from the cloth may short out or 
ground parts of the circuit. 

One very important consideration 
in surgical lighting is that an op- 
erating room light should stay in 
whatever position it is placed. This 
accurate positioning depends on two 
factors which are well within the 
control of the hospital maintenance 
engineer. First, the light must be 
level. A good installation job will 
assure that the light is level; how- 
ever, any settling of the building or 
flexing of the ceiling may subse- 
quently result in an unlevel condi- 
tion. Therefore, if the light has a 
tendency to drift, leveling should be 
checked first. Most lights are leveled 
against the ceiling plate fastened 
firmly to the ceiling structure. Lev- 
eling can be accomplished by ad- 
justing the nuts which fasten the 
leveling plate to the ceiling plate 


(figure 2). In many cases the ceiling 
structure is not strong enough to 
support the weight of the light in its 
full extended position and deflection 
of the ceiling may occur. If this 
happens, the only remedy is to re- 
inforce the ceiling structure. Ex- 
amples of methods of mounting the 
leveling plate are shown in figure 3. 

Every good O. R. light has friction 
adjustments which can be used to 
inhibit the tendency of the light to 
drift. These adjustments should not 
be used to try to correct a light that 
is out of level or has a worn or 
badly adjusted cam. They are de- 
signed solely to provide sufficient 
friction to prevent the light fiom 
moving after it has been correctly 
leveled. Also, when adjusting the 
friction device, care should be taken 
to be sure that the adjustment is be- 
ing made to the correct part. For 
example, certain lights have yokes 
which do not have friction adjust- 








te 
eae 





PIAA AERO 
——? ert 


VA 
Ci eicecnal 44 
a 


Ae 

















| 
: 


























DIMENSION 
AS REQUIRED 


























SECTION A-A 


STEEL JOIST CONSTRUCTION 


2'X2"x% Steel Angle 


Welded or Wired 
to Joists 


Finished Ceiling 
Leveling Plate 
Ceiling Tripod 


OIMENSION 
AS REQUIRED 














4 
Steel Plate 


PC 
P FE RS 


oi 








— 
s 














Ine ——> 
DIMENSION 
AS REQUIRED 


SECTION A-A 





SUSPENDED CEILING CONSTRUCTION 
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Showing Attachment 
of Leveling Plate 
to Various Types 
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Figure 3. Methods of mounting the leveling plates, 
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ments. The friction adjustment is 
elsewhere. Tightening of the yoke 
mounting screws will tend to break 
the yoke without increasing friction 
on the rotating parts. When in 
doubt, consult the manufacturer. 

A routine check of the mounting 
of the light and suspension tube is 
extremely important. Some mount- 
ings are locked in place by roll pins, 
and others by set screws. If roll pins 
are used, it is only necessary to es- 
tablish that they are in the proper 
place. However, set screws must be 
carefully checked to assure that 
they are tight and also that they are 
tightened against the correct spot on 
the suspension tube. For example, 
figure 4 shows how the set screw for 
a typical light suspension is posi- 
tioned in a hole drilled into the sus- 
pension tube. If this screw becomes 
loose, and the tube then rotates as 
the result of the rotation of the light, 
tightening the screw, without tight- 
ening and spotting the suspension 
tube, lock pin or screw, may result 
in further rotation of the tube and 
subsequent falling of the light. 

Any man who is responsible for 
maintaining an O. R. light must be 
familiar with each of the points in 
the suspension assembly which must 


I know it would facilitate evacua- 
tion, Joe, but it’s not what I had 


in mind. 


be checked, and he must also know 
the correct method of checking and 


adjusting them. 


Many O. R. lights are designed to 
rotate a full 360 degrees. Some types, 


however, are not designed to rotate 
through the full are and are there- 
fore provided with stops. It is very 
important that these stops be in 
place, and the maintenance engi- 
neers should therefore check them 
at frequent intervals to be sure that 
they have not been broken. Many 
times a doctor or nurse will attempt 
to move the light during an opera- 
tion and, not realizing that the light 
will not move because of the stops, 
will slam it past the stops and break 
them off. The light will then be 
rotated over a period of time until 
the wires become twisted, and either 
break off, short, or ground to the 
metal parts of the fixture. When- 
ever a broken stop is discovered, 
therefore, the wiring should be 
checked carefully to assure that it 
has not been damaged. 

A good O. R. light which is in 
proper adjustment, with the correct 
bulbs, properly cleaned, is invalu- 
able to the operating team. A good 
preventive maintenance program for 
lights will provide the operating 
team with the same high quality of 
illumination over a period of years 
that was available when the light 
was originally purchased. 8 
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Model 351—3 shelves 18x31” - 

Model 353—4 shelves 18x31” - - - 

Model 355—5 shelves 18x31” - - - 

Model 445—4 shelves 21x35” - 

Model 433—6 shelves 21x35” - - - 
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Now 9 different mod- 
els to save time and 
money for you! Shelves 
have all edges folded 
down. Also available 
with 3 edges up, 1 
down on all shelves. 
5” caster wheels and 
bumper equipment 
on all models. Optional 
caster and bumper at 
extra cost. 


F.0.B. Milwaukee, slightly higher in West. See your dealer or write today. 


LAKESIBE MFG. inc. 
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KLENZ-PAK 
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AUTOMATED-| 
DISHWASHING| 


SYSTEM 


Keeps dishwasher 
charged throughout op- 
erating period. 
No manual handling of 
detergent, 
No over-feeding, spil- 
lage, or waste, 
Balanced concentrated 
liquid detergent equiv- 
ate alent to highest quality 
E i powdered products. 
. Easily installed for pre- 
cision results, 


KLENZADE PRODUCTS, inc. 


SYSTEMATIZED SANITATION 
All Over the Nation 


DEPT. 56K, BELOIT, WIS. 


For more information, use yellow postcard inside back cover. 75° 





™ TO GIVE HOSPITAL PATIENTS “cus- 
tom” meal service while saving on 
food costs, space and clerical work 
may sound like an_ unattainable 
ideal. But it is an accomplished fact 
at Methodist Hospital, Indianapolis, 
Indiana. 

The Midwest’s first “menu-matic 
service,” built around punched card 
processing, permits the patients to 
choose the items for each meal from 
selective menus. 

For our hospital, this means a con- 
siderable reduction in costly food 
waste. Since patients choose what 
they like, we can be reasonably sure 
they'll eat what they order. 

In addition, with the new central- 
ized food service, we have been able 
to eliminate 12 out of 16 serving 
kitchens, and we eventually envision 
using only one. This, too, has saved 
on waste because we now have close 
portion control in the kitchen instead 
of having to send food up to the 
serving kitchens in large batches. 

Also, closing the serving kitchens 
has released valuable hospital space 
and done away with annoying noise, 
heat and odors. Work supervision is 
now much easier. 

Our new system required two in- 
novations: the use of IBM punched 
card processing equipment to sort 
and count the individual orders, and 
specially designed electric carts in 
which both hot and cold foods can 
be delivered from the kitchen to the 
patient. 

Prior to our menu-matic service, 
a selective menu was available only 
to those on special diets, such as ul- 
cer and cardiac patients. The select- 
ing was done by our dietetic staff 
after an initial interview with the 
patient to ascertain his likes and 
dislikes. 

Now, 600 of our 900 patients are 
on selective menus, and we antici- 
pate a selective menu for all patients 
in the near future. 

The numerous sortings and cal- 
culations needed by such a system 
made it impossible without electron- 
ic machines. With the machines, it’s 
easy. 


Here’s how our system works: 


Each day, patients receive a menu 
selection card for each of the three 
meals for the following day. (On 
Friday they are given Saturday and 
Sunday cards due to a shortage of 
weekend help.) These three-by- 
seven-inch cards have been pre- 
punched as to individual meal and 
as to regular or special diet patient. 
Regular diet patients receive white 
cards and special diet patients get 
yellow cards. 
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This sorter groups the punched cards by patient selections and counts the 


quantity of each item ordered. 


Reduce Food Costs 


Patients Choose Meals 


Machine Does the Sorting 


by Bryan A. Rogers 
Associate Director 
Methodist Hospital 
Indianapolis, Indiana 


The cards also have a colored 
stripe at the top: green for break- 
fast, red for dinner, blue for supper. 
Each card is divided into three 
parts: One for hot food, one for cold 
food, and one for accessories such as 
salt and sugar. 

Regular diet patients write their 
names and room numbers on the 
cards and select their meals by 
making a mark in front of the item 
desired. If the patient wishes to 
make any deviation from what is 
printed on the card (such as asking 
for an extra portion of something) 
he writes this on the card and 
marks a special spot. 

Cards for the 200 special diet pa- 
tients are filled out by our staff of 
four dietitians, who take the cards 
to the patients, read off the foods 
they are allowed to have and mark 
the cards for them. 

All of the cards are collected by 
4:30 p.m. 

Staff personnel go through the 
regular patient cards to make sure 
the pencil markings are heavy 
enough and correct. At this time 


they also mark spots on the card to 
assist the kitchen in having the right 
foods in the right areas. 

This manual check is not neces- 
sary for special diet patients since 
their cards are taken care of by the 
dietitians. 

All of these cards are then run 
through a reproducing punch to con- 
vert the pencil marks into punched 
holes which activate the machines. 

The cards then go into a sorter 
which separates them into the three 
meals and into regular and special 
diets. (As mentioned, this informa- 
tion had been prepunched on the 
card.) 

Then, the deck for each meal i 
sorted for such factors as salt, { 
and sweetening restrictions. Each « 
these groups (total of 20) is aga: 
run through the sorter which cour 
just how many servings of each fo: 
item have been ordered. 

These totals are transferred mai 
ually to food preparation wor: 
sheets. 

Next, the cards are sorted agai 
for such miscellaneous items as mil! 
tea or coffee; once more sorted int: 
regular and special diet, then geo- 
graphically. And, the specials ar: 
sorted for salt, pepper, et cetera 

A final sorting is done for all cards 
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Tubes 


Precision corrugation ...unlimited flexibility assures patient comfort with minimum staff attendance. Single Sanitary 


Service. Use in hot liquids; hygienically treated with 190° micro-crystalline wax. There’s a money saving angle too! 





New Lower Prices permit use in all wards. We'll be delighted to send a generous sample package. 


FLEX-STRAW 
ee ——————————— 


Flex-Straw Co., Int'l., Box 431, Santa Monica, Calif, 
: Canada: Ingram & Bell, Ltd., Toronto, Montreal, 
CONTACT YOUR DISTRIBUTOR FOR NEW LOWER PRICES Winnipeg, Calgary, Vancouver 
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FRANK C. MASSEY, Administrator 
Community Hospital 
Philadelphia, Pa. 


“Paper Food Service 
Ended A Kitchenful 
Of Problems For Us” 


Back in 1953, Mr. Massey learned that 
his dishwashing facilities in Commu- 
nity Hospital were wearing out. Even 
worse, so was the spirit of service in 
the hard-working kitchen personnel. 
Paper food service was adopted only 
after careful “‘acceptance”’ tests on pa- 
tients and staff. It eliminated the need 
for new dishwashing equipment. Sani- 
tation was improved. Space was freed 
for a walk-in cooler and deep freeze 


which permits advance portioning of 


many foods in paper cups and con- 
tainers. 

Paper food service cuts 114 hours 
from the workday for kitchen per- 
sonnel at luncheon—and the kitchen 
closes 4 hour earlier in the evening. 
Mr. Massey is certain that even when 
the number of beds is doubled, paper 
food service will still enable the present 
team of workers to handle the extra 
load on the kitchen. 


SEND 25¢ FOR FACTFUL BOOK 
Sixty pages of helpful information on 
all phases of food 
service. Complete 
with cost studies and 
case histories of 
money-saving ideas 
from hundreds of 
restaurants and 
institutions. Send 
25¢ in coin to: 


FOOD SERVICE 


Paper Cup and Container Institute, Inc. 
250 Park Avenue, New York 17,N. Y. 





which have the “unlisted” item 
marked for extra portions. 

All the totals on the food prepara- 
tion work sheets are then trans- 
ferred to separate meat and vege- 
table sheets for the kitchen. 

Obviously, all this sorting and cal- 
culating could never be done man- 
ually. It would have required an ad- 
ditional half dozen employees work- 
ing full time and the cost would 
have been prohibitive. But, using 
the machines, two clerks chart all 
600 of our patients’ meals and still 
have time for other duties. 

Before this sorting equipment was 
installed, these same two clerks 
worked full time charting special 
diet menus. Now, the breakfast and 
dinner menu charting is done the 
evening before, the supper the next 
morning. Breakfast is charted in 30 
minutes; dinner and supper in 45 
minutes each. 

And the machines do the job with 
an accuracy we could never have 
achieved manually. 

Before mealtime, the entire deck 
of cards is divided into four geo- 
graphic divisions and then hand-di- 
vided first into individual floors and 
then into room numbers. The cards 
are checked with a patient roster to 
make sure each patient has the cor- 
rect card. 

Then the cards, still in room or- 
der, are cut in half (hot and cold 
portions) and sent to the kitchen 
where they are used as orders for 
the trays. Nineteen trays are loaded 
into each special cart. 

The cart starts first (about one 
hour and 45 minutes before a meal) 
at the cold food station where a 
work leader calls out the items 
checked on the card. Two diet maids 
fill the trays and one checks and in- 
spects. The tray, with identifying 
card, is placed in the refrigerated 
side of the cart. 

About one hour before the meal, 
the same process is followed at the 
steam table and the hot food is as- 
sembled on heated plates and stored 
in the heated side of the cart. 

The cart is plugged into an outlet 
in the hospital corridor awaiting 
meal time. Then, diet maids remove 
the trays, place the matching plate 
of hot food on each, pour the bev- 
erage and make final checks against 
the menu card and food items. 

Thus, the patient receives the meal 
he ordered the day before and the 
card on which he ordered it. Giv- 
ing the card to the patient has 
proved to be a fine teaching method 
for those on special diets, who often 
take the cards home with them upon 
discharge and use them for planning 
their own meals. 


For more information, use yellow postcard inside back cover. 


The new system has been very 
well received by all patients. And, 
of course, patient satisfaction is one 
of our biggest aims. 

In addition, it is ideal for us to be 
able to give this satisfaction and, at 
the same time, greatly reduce our 
food waste in three ways: 

1. Patients no longer get and 
waste food they don’t like. 

2. Reduction of serving kitchens 
gives closer portion control. 

3. The selective menu has enabled 
our purchasing dietitian to know the 
likes and dislikes of patients and or- 
der food accordingly. a 














He says every duck he shoots saves 
buying so much meat. 


New Spice Guide 
Available 


= “A Guide To Spices” is the title 
of a new 16-page bulletin for the 
quantity feeding field available free 
of charge from the Institutional De- 
partment of the American Spice 
Trade Association, 350 Fifth Avenue, 
New York 1, N. Y. 

Included are detailed descriptions 
of 50 different spices, herbs and de- 
hydrated vegetable seasonings, indi- 
cating forms in which they are 
available as well as many suggested 
uses. 

In the center fold, there is : 
unique new spice chart which show: 
actual quantities of spices needed to 
vary the seasoning of 80 different 
well-known dishes (in 50-portion 
size). The bulletin also lists a num- 
ber of complete quantity recipes. ® 


HOSPITAL MANAGEMENT 





Leto 


Contir 


cann 
matte 
sta nd 
trans 
esote 
four 
Th 
the r 
diagr 
how 
some 
the s 
tive 
trust 
role 
mini: 
Jove 


Letourneau 


Continued from page 54 


cannot be classified as a medical 
matter. What trustees cannot under- 
stand is how a physician became 
transformed from a moron to an 
esoteric state in the short space of 
four or five years. 

The uncompromising attitudes of 
the medical profession in matters of 
diagnosis and treatment have some- 
how or other been transferred to 
some administrators who assume 
the same pose regarding administra- 
tive matters. In many hospitals, 
trustees have been relegated to the 
role of rubber stamps for the ad- 
ministrator’s wishes. And so, with 
Jove-like physicians and admin- 
istrators it is small wonder that the 
volunteer trustees are dissatisfied 
when they are told “you just would 
not understand.” 

Thus, the substantial citizens who 
should be leading the forces of the 
voluntary hospital system in their 
fight against the attempts of pre- 
payment and insurance people to 
impose regulation upon voluntary 
hospitals are nowhere in evidence 
and would be unable to give an- 
swers even if they could be found. 


Prepayment and Insurance 


The main attack against the 
voluntary hospital system is being 
directed by prepayment and in- 
surance people who claim, justifi- 
ably or otherwise, that hospital 
costs are too high for the services 
which they are giving. Since there 
is no way of measuring the quality 
of the services that are given, there 
is no way of resolving this con- 
troversy or of putting up a de- 
fense against it. By repeating this 
theme over and over again, prepay- 
ment people are gaining their point 
even if it is without foundation. 

Prepayment and insurance groups 
are vested interests who have money 
and influence. They must inevitably 
prevail against the defenseless 
voluntary hospitals for the latter 
have neither money nor influence 
to fight for them. 

Panic has set in! Instead of at- 
tempting to refute charges of in- 
efficiency, hospital administrators 
point to the physicians as_ the 
guilty parties who force the ad- 
ministration to squander money. 
The medical profession, on the other 
hand, is urged by minority groups 
of specialists and hospital conces- 
sionaires to fight hospital adminis- 
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trators as ogres who seek to domi- 
nate medicine for their own ends. 

Physicians, who should be the 
most solid backers of the voluntary 
hospital system, are often neutral, 
and sometimes ill-disposed toward 
hospital administration. Frequent 
articles appear in the communica- 
tion columns of medical and hospital 
magazines deploring and condemn- 
ing hospitals for soliciting funds 
from physicians to maintain the 
hospital institutions. In some in- 
stances, physicians are demanding 
that the hospitals pay them for tak- 


ing care of indigents, as if the 
medical profession had no responsi- 
bility in the care of the poor, as 
well as the sick and injured. 

Such situations are relatively in- 
significant petty quarrels which are 
well understood by physicians and 
hospital administrators alike. They 
do not attach too much significance 
to them. These struggles have almost 
no influence upon the quality of 


Please turn to page 108 














‘““You’re perfectly normal, Forbush. Everyone 
dreams about good Continental Coffee!” 








Write for free trial package 


Continental (/offee COMPANY + CHICAGO e 


AMERICA’S LEADING COFFEE 
For Restaurants, Hotels and Institutions 
ROASTING PLANTS FROM COAST TO COAST 


SEE US AT THE Maryland-District-Columbia-Delaware Hospital Convention, Shoreham Hotel, Washington, D.C., 
Booth 30, Oct. 12-14. 


For more information, use yellow postcard inside back cover. 
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The ice cream is preportioned in 
cups, three at a time, from a 
12-gallon hopper in about three 
minutes and then stored on dol- 
lies and wheeled into the hard- 
ening room. 


™ FREEZING AND PORTIONING its own 
ice cream into inexpensive, pleated 
paper portion cups has cut ice cream 
service costs for Central Islip State 
Hospital in Long Island, N.Y., to the 
point where the food service direc- 
tor, George Howarth, says, “Ice 
cream is the cheapest dessert we 
can serve.” 

Figures show preportion cost to 
be under two and one-half cents for 
both food and paper cups. The hos- 
pital buys a complete dairy mix for 
three flavors, plus a basic mix to 
which they add three additional 
flavors. Using a simple freezing and 
packaging system, Central Islip pro- 
duces 60,000 portions of ice cream 
and sherbet a week. The mix costs 
about $1.36 a gallon, and a 120 per- 
cent overrun delivers 11 gallons for 
every five gallons of mix. Ingredient 
cost is thus slightly over two cents, 
with almost 62 portions obtained 
per gallon. 

The hospital’s production of ice 
cream and sherbet is centered in 
one of the seven central kitchens 
in which food is prepared for 53 
hospital patient dining rooms. Pro- 
duction is designed specifically to 
cut labor and handling costs to the 
minimum. The basic features of the 
system are: 

1. An installation of ice cream- 
making and packaging equipment, 
with accessories, that costs about 


Freeze your own ice cream 


$5,000. The installation consists of 
a ten-gallon freezer, a compressor 
and a filler. Accessories include 
racks to hold paper cups and dollies 
to hold the racks. Processing takes 
place in an unused special-diet 
alcove. 

2. Conversion of a small walk-in 
freezer formerly used for storage 
of frozen foods to the lower tem- 
perature operation suitable for 
hardening ice cream. This was ac- 
complished by putting in an addi- 
tional compressor, to bring the tem- 
perature to between —10° F and 
—15° F. 

3. Immediate packaging of the 
frozen dessert, in “slush” form be- 
fore hardening, into the individual 
paper cups in which it is served, 
eliminating subsequent handling. 


How The System Works 


Four days a week, six hours a 
day, two men on the kitchen staff 
make ice cream. Early in the day 
the paper cups are set into racks, 
which hold 18 cups each, by dining 
room girls who are assigned to the 
job when they are not serving. One 
of the men pours a five-gallon batch 
of mix into the freezer. Less than 
a half hour later, the first batch of 
frozen ice cream is ready. It is 
poured into the 12-gallon hopper 
of the filler, and the complete batch 


and cut costs 


A system to save 
you time and money 


is filled into cups three at a time in 
about three minutes. 

Paper lids are fed onto the cups 
as they come off the filler line by 
the same dining room girls, and 
the racks of cups are stacked on 
dollies and wheeled into the hard- 
ening room. The next day the hard- 
ened ice cream is dumped _ into 
five-cubic-foot polyfoam boxes, in 
which it can be held for 72 hours 
without softening, and trucked to 
the hospital dining rooms for serv- 
ice. The boxes, which cost about 
$25, are set on the cafeteria count- 
ers and the ice cream is served 
directly from them with tongs. P»- 
tients like the products so much 
that they return to the counter {or 
seconds and thirds. 

The system is considered a pr: - 
totype for other installations in ti 
state’s 27 mental hospitals and 
also being used, with minor vari: 
tions, in other hospitals, schoo! 
colleges and industrial cafeter 
services. For this particular insta! 
lation, the economy-minded sta‘ 
administration objected at first | 
use of disposable paper cups 
especially when the need to orde 
a quarter of a million at a tim: 
became evident. They have sinc 
become convinced of the over-al 
economy and desirabilty of th: 
system. s 
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* Recipes following 


Tomato juice 

Hot or ready to eat cereal 
Canadian bacon 

Toast 


Meat loaf - mushroom gravy 
Paprika potatoes 

Baby green limas 

Citrus fruit salad 

Peppermint tapioca - fudge sauce 


Beef soup 
Baked stuffed zucchini 
Pineapple spear salad 
Cherry tart 
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Tangerine 
Hot or ready to eat cereal 
Coffee cake 


Roast turkey - giblet gravy 
Mashed potatoes 

Broccoli - Hollandaise sauce 
Cranberry jewel salad 
Vanilla ice cream 


Cream of tomato soup 
Cold ham slices 
Macaroni salad 

Fresh fruit cup 
Wafers 


Apricot nectar 
Hot or ready te eat cereal 
Creamed dried beef on toast 


Broiler beef liver 
Escalloped potatoes 
Grilled tomato slices 
Fruit layer salad 
Grapenut pudding 


Chicken noodle soup 

Cheese fondue - Spanish sauce 
Buttered peas 

Cabbage apple salad 

Frozen strawberries 
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Fruit compote 

Hot or ready to eat cereal 
Shirred egg 

Rolls 


Roast pork 

Pittsburgh potatoes 
Fordhook limas 

Molded beet celery salad 
Apple betty deluxe 


Cream of asparagus soup 
Hamburger with mushroom gravy 
Baked potato 

Garden salad bowl 

Bing cherries 





Baked apple 

Hot or ready to eat cereal 
Oven French toast 
Preserves 


Chicken pot pie 

Cubed carrots 

Buttered green beans 

Lettuce with chiffonade dressing 
Prune-apricot whip 


Mushroom bisque 
Broiled beef pattie 
Hash brown potatoes 
Wilted endive salad 
Frosted fruit cup 


Grape nectar 

Hot or ready to eat cereal 
Shirred egg 

Toast sticks 


Spiced tongue, raisin sauce 

Baked noodles 

Peas 

— pineapple, marshmallow 
d 


sala 
Peach blush 
e 


Clear tomato soup 
Macaroni, cheese casserole 
French green beans 

Goiden glow salad 

Sugar cakes 


Cherry nectar 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


Escalloped oysters 
Baked potato 

Brussels sprouts 
Tomato wedge salad 
Lemon refrigerator cake 


Clam chowder 

Fruit salad plate with 
cottage cheese 

Nut-bread sandwiches 

Strawberry bavarian 


Prunes with lemon 

Hot or ready to eat cereal 
Scrambled eags 

Biscuits 


Spicy beef roast 

Oven browned potatoes 
Rutabagas 

Vegetable jackstraws 
Raspberry whip - custard sauce 


Asparagus pimiento soup 
Pepper steak over noodles 
Sliced beet and egg salad 
Chilled apricots 





Pink grapefruit 

Hot or ready to eat cereal 
Canadian bacon 

Sweet rolls 


Chicken fricassee 
Snowflake potatoes 
Brussels sprouts 
Waldorf date salad 
Butter pecan ice cream 


Black bean soup 

Assorted meat and cheese platter 
Escalloped corn 

Vegetable relishes 

Green gage plums 


Sliced oranges 
Hot or ready to eat cereal 
Poached egg on toast 


Baked liver loaf 

Crumb potatoes 

Buttered wax beans 

Raw spinach egg salad 
Raspberry upside down cake 


Scotch broth 

Ham and corn shortcake 
Pickled beets 

Garden salad bowl 
Apricot whip 


Bananas in cream 
Hot or ready to eat cereal 
Corn muffins - jelly 


Stuffed beef heart 

Whipped potatoes 
Escalloped tomatoes and corn 
Apple, grape, pear salad 
Baked honey custard 


Lentil soup 

Corned beef hash patties 
Mixed vegetable casserole 
Orange endive salad bowl 
%Sponge cake 


Crushed pineapple banana cup 
Hot or ready to eat cereal 
Poached egg on toast 


Stewed chicken and dumplings 
Buttered carrot rings 

Dutch spinach 

Mint aspic ring with fruit 
Cranberry bread pudding 


Beef broth with seashell! noodles 
Meat croquettes 

Broccoli 

Waldorf salad 

Chocolate marshmallow sponge 





Grapefruit juice 

Hot or ready to eat cereal 
Crisp bacon 

Cinnamon toast 


Swiss steak 

Mashed potatoes 

Paprika cauliflower 

Fruit gelatine salad 
Butterscotch meringue pudding 


Consomme with parsley 
Spaghetti with tomato meat 


sauce 
Tossed vegetable salad - 

vinegar and oil dressing 
Nectarines 
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Apple raspberry juice 

Hot or ready to eat cereal 
3 minute egg 

Toast croutons 


Halibut - pimiento sauce 
Buttered potato balls 
Julienne green beans 
Bunch of grape salad 
Spice cake 


Potato soup ribble 
Tuna celery salad 
Escalloped vegetables 
Bran muffins 
Pineapple ring 


Fruit nectar 

Hot or ready to eat cereal 
Bacon curls 

Toast 


Broiled sweetbreads 
Stuffed baked potato 
Cubed carrots and celery 
Pear escarole salad 
Plum cobbler 


Rice soup 

Cold sliced roast beef 
Broiled tomato slices 
Fiesta corn salad 
Minted fruit cup 


Blended citrus fruit 

Hot or ready to eat cereal 
Baked egg 

Toast croutons 


Grilled cubed steak 
Mashed potatoes 
Vegetables en casserole 
Spiced crabapple 

Ice cream sundae 


Cream of pea soup 
Chicken chop suey with 
Chinese noodles 
Asparagus cuts 
Tomato salad 
Rainbow gelatine 
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Sliced bananas 

Hot or ready to eat cereal 
Omelet 

Cinnamon raisin toast 


Broiled lamb chop 

Mashed potatoes 

Braised celery and tomatoes 
Peach bon-bon salad 


¥% Chocolate chip orange nut cake 


Cream of vegetable soup 


Toasted bacon cheese sandwich 


Buttered cauliflower 
Sliced tomato salad 
Fruit cocktail 


Tangerine 

Hot or ready to eat cereal 
Coffee cake 

Marmalade 


Individual meat loaves 
Mashed potatoes 

Stuffed mushrooms 

Fruit layer salad 

Cherry puff, nutmeg sauce 


Bouillon 

Chicken a la king 

Fluffy rice 

Molded cranberry nut salad 
Floating island 


Orange juice 

Hot or ready to eat cereal 
Scrambled eggs 

Muffins 


Paprika veal cubes 
Steamed potatoes 

Baby green limas 
Shredded lettuce salad 
Marmalade bavarian cream 


Cream of chicken soup 
Canadian bacon 
Spanish rice 

Pineapple apricot salad 
Blackberry cobbler 


Orange juice 
Hot or ready to eat cereal 
Cinnamon rolls 


Roast beef 
Buttered rice 
Minted peas 
Garden salad 
Baked pear 


Cream of celery soup 
Sausage link 

Potato patties 
Gelatine salad 
Purple plums 





Kadota figs 

Hot or ready to eat cereal 
Omelet 

Toast 


* 
Filet of sole - tartar sauce 
Potatoes au gratin 
Buttered asparagus cuts 
Under the sea salad 
Cherry cup 

ae 


Chilled vegetable juice 


Seafood newberg in pattie shells 


Wax beans 
Peach cheese salad 
Raisin rice pudding 


Stewed rhubarb 
Hot or ready to eat cereal 
Poached egg on toast 


Steak strips with sour 
cream gravy 

Mashed potatoes 

Cut green beans 

Red cabbage slaw 

Spicy apple torte 


Split pea soup 

Ham turnovers with vegetables 

Chopped salad greens 

Pineapple cream with crunch 
topping 


Grape juice 
Hot or ready to eat cereal 
Orange coffee twist 


Roast stuffed chicken 


Marshmallow sweet potatoes 


Cubed beets 
Pickles - olives 
Angel cake a la mode 


Cream of celery soup 
Cottage cheese 

Fresh fruit salad plate 
Prune bread and butter 
Chocolate tapioca cream 


Fresh grapes 
Hot or ready to eat cereal 
Link sausage 
Raisin toast 


Roast shoulder of lamb 
Oven browned potatoes 
Vegetables en casserole 
Banana nut salad 
Spanish bun cake 


Chicken gumbo soup 
Creamed dried beef on rusk 
Tomato celery salad 
Ambrosia 





Stewed prunes 

Hot or ready to eat cereal 
3 minute egg 

Rolls 


Braised short ribs 
Browned potatoes 
Steamed cabbage wedges 
Cinnamon apple salad 


Norwegian prune pudding wth 


lemon sauce 
* 


Cream of tomato soup 
Smoked pork butt 
Hot potato salad 
Krispy relishes 

Royal Anne cherries 


Tomato juice 
Hot or ready to eat cereal 
Pecan rolls 


Meat pie with vegetables 
Baked Hubbard squash 
Fresh fruit salad 

Orange sherbet 


Vegetable beef soup 
Jelly omelet 

Fresh fruit salad 

Devils food cake squares 


Stewed apricots 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Veal birds 

Creamed corn 
Broccoli 

Fruit pinwheel salad 


¥%& Gingerbread - amber whipped 


cream 
e 


Vegetable chowder 
Grilled cheese sandwich 
Hearts of lettuce salad 
Fruit cocktail 


Pineapple juice 
Hot or ready to eat cereal 
Bran muffins 


Salmon timbales 
Cubed potatoes 
Broccoli 

Sliced orange salad 
Date roll 


Tomato rice soup 

Asparagus a la goldenrod 
on toast points 

Stuffed green pepper rings 

Fresh fruit compote 





Pink grapefruit half 

Hot or ready to eat cercal 
Smoked sausage link 
Toast 


Pot roast of beef 
Buttered crumb potatoes 
Frozen peas 

Endive - Russian dressing 
Peach cobbier 


Hearty barley soup 

Spinach ring with creamed 
chicken 

Carrot raisin salad 

Grape sponge 


Sliced bananas 

Hot or ready to eat cereal 
Scrambled egg 

Date muffin 


Breaded veal cutlet 
Creamed potatoes 

Whole kernel corn 
Lime gelatine salad 
Rhubarb roll-up 


Alphabet soup 
Beef barbecue 
Potato chips 
Chef’s salad bowl 
Chilled pear halves 


Apple juice 
Hot or ready to eat cereal 
Stick cinnamon bun 


Broiled perch - tartar sauce 
Paprika potatoes 

Savory spinach 

Frozen fruit salad 

Cherry pudding 


Halloween chowder 
Assorted cheese plate 
Rye bread 

Jack o lantern salad 
Orange sherbet 








Cheese 


Broilers and fryers 


Potatoes Turkeys Cranberries 


Beef Rice 
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* Selected Recipes From Preceding Menus 


Sponge Cake 48 servings 


Ingredients 





Wt or Amt 


Cake flour 10% oz 3c 

Baking powder 1 tbsp 1 tbsp 

Sait 1 tsp 1 tsp 

Egg yolks 103%4 oz 11/3 c (16 to 18) 
Sugar 3%4 lb lye 

Lemon juice we Yc (1) 
Grated lemon peel 1 tbsp 1 tbsp 

Water 1/3 ¢ 1/3 c 

Sugar 3% Ib lye 

Egg whites 1 Ib 2 c (16 to 18) 


Measure 





Have all ingredients at room temperature. 

Sift flour, baking powder, and salt together three 
times. 

Beat egg yolks on mixer at high speed; add 1% c 
sugar gradually, beating until very light and lemon col- 
ored. 

Add the lemon juice, grated lemon peel and the 
water; beat well; fold flour into yolk mixture, using 
wire whip. 

Add remaining half of sugar gradually to egg whites; 
beat until they just hold their shape; fold yolk mixture 
into meringue by hand with French whip; use just 
enough strokes to combine the two mixtures. 

Pour into two greased oblong pans (14 by 9 by 2 in); 
bake in slow oven (325°) for 45 to 50 min. 

If desired, serve with orange-coconut topping (see: 
recipe). 


Orange Coconut Topping 


50 1/3 c servings 
for Sponge Cake 





Ingredients Wt or Amt 





Egg yolks 6 oz 3%, c (9 to 10) 
Sugar 1 lb 2c 

Orange juice le 1c (4 medium) 
Grated orange peel % c ye 

Egg whites 8 oz 1 c (8 to 9) 
Heavy cream 1 pt 1 pt 

Coconut 4 oz 2c 


Beat egg yolks slightly; add sugar and orange juice; 
cook in double boiler until thickened; cool; add grated 
orange peel. 

Beat egg whites until stiff, but not dry; whip cream; 
fold egg yolk mixture into whites by hand with French; 
fold in whipped cream and coconut. 

Serve as topping over sponge cake. 


Chocolate-Chip Orange 


48 portions 
Nut Cake 





Ingredients Wt. or Amt. Measure 





Shortening 10 oz lye 
Granulated sugar 14 oz 1% c 

Brown sugar 1 lb 2%c 

Eggs 12 oz 1% c (6 to 8) 
Vanilla 1% tbsp 1% tbsp 
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Grated orange peel 2 tbsp 2 tbsp 
Semi-sweet chocolate bits 3 oz 14-6 oz. pkg. 
Chopped nuts 6 oz we 

Cake flour 1% lb 2 qt 

Soda 1% tbsp 1% tbsp 

Salt 2 tsp 2 tsp 
Baking powder 2 tsp 2 tsp 

Sour cream 1 qt 1 qt 


Have all ingredients at room temperature. 

Cream shortening on mixer until light and fluffy; 
combine granulated sugar and brown sugar, and add 
to creamed shortening; continue creaming at medium 
speed until well blended. 

Add eggs, one at a time, and beat thoroughly after 
each addition; add vanilla and blend well. 

Add orange peel, chocolate bits and chopped nuts 
to creamed mixture; mix well. 

Sift flour, soda, salt and baking powder together 
twice; add flour alternately with sour cream to creamed 
shortening mixture; mix at medium speed on mixer 
until well blended (about 2 min). 

Pour into two greased pans (14 by 9 by 2 in); bake 
in moderate (350°) oven about 40 to 45 min. 


Gingerbread 48 3-in squares 





Wt. or Amt 


Flour 2% lb 
Baking powder % oz 
Salt 

Soda 

Cinnamon 

Cloves 

Ginger 

Shortening 14 oz 
Sugar 14 oz 
Eggs, unbeaten 13 oz 
Water 

Molasses 3 lb 


Measure 


2% qt (sifted) 


Ingredients 





Sift flour, baking powder, salt, soda and spices to- 
gether. 

Cream shortening, add sugar gradually, and continue 
creaming until well blended; add eggs, a few at a time, 
beating well after each addition. 

Add dry ingredients to the creamed mixture, alter- 
nately with combined water and molasses, beating after 
each addition. (mixture may look curdled, but this will 
not affect the quality of the finished product). 

Turn batter into greased baking pans to a depth of 
1-in; bake in moderate (350°) oven 35 to 45 min or until 
done. 

Serve hot with whipped cream, sweetened with mo- 
lasses and seasoned with spices; or with amber whipped 
cream. 


Amber Whipped Cream 
To make, combine 1 qt heavy cream, 11/3 ¢ (8 oz) 


brown sugar, 1 tsp vanilla; chill 1 hr., then whip; sania 
2 tbsp. per serving. 
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= “Purchase and Control of Drugs” 
can very well be controversial. 
Methods involved have been called 
“to each his own,” a philosophy not 
altogether true in the fundamentals 
of purchasing drugs. Even though 
everyone who buys pharmaceuticals 
may be individual in the overall 
picture, all should comply with sev- 
eral basic requirements which are 
founded on common sense. 

What is involved in purchasing 
drugs today? Does it mean sitting 
back in a chair waiting for the mail 
to come in and then looking for the 
lowest prices; making your pur- 
chases based on them? Or do we 
evaluate price and quality and 
quantity offered us by not only the 
mail but the detail men and all other 
sources available? Do we take in- 
ventory of our jobs and measure 
ourselves to the position we fill and 
to all that is expected of us in the 
capacity in which we are employed? 


Responsibility of Pharmacist 


When purchasing drugs, a very 
important third party must be con- 
sidered—the prescribing physician 
who is responsible for the direct use 
of the drugs the hospital buys. This 
is one factor that makes it essential 
that a professional pharmacist ve 
delegated to make the decisions in 
this area. Unless a pharmacist is 
present to make and justify prefer- 
ence in the purchase of drugs, the 
patient, the hospital and the physi- 
cian may all be potential losers. It is 
because of this that the purchase of 
drugs should always be left solely 
and completely in pharmaceutical 
hands. It is only through such fixing 
of total responsibility that the hos- 
pital will be able to offer the best 
pharmaceutical service and return 
which only the registered pharma- 
cist is able to provide. He is the 
only person qualified to evaluate 
what is being offered on the drug 
market. He knows that not only is 
he bound by moral code and finan- 
cial responsibility, but he is gov- 
erned by and aware of the many 
legal regulations concerning the dis- 
pensing of drugs. He knows that, 
with drugs, price is not the main is- 
sue but is an important secondary 
one, and even though most hospitals 
do not operate for profit, they must 
meet obligations by means of in- 
come departments. 

Nearly every patient admitted to a 


Presented at the Spring 1959 Session of 
the New England Hospital Assembly. 

Mr. Zareiko is chief pharmacist, Massa- 
chusetts Memorial Hospitals, Boston, Massa- 
chusetts. 
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The Purchase 


pharmacy 


by Daniel F. Moravec, M.Sc. 


and Control of Drugs 


by J. S. Zareiko 


hospital has a direct relationship 
with the pharmacy. Pharmaceutical 
service provided most patients is 
distinct, special, and individualized. 
Each prescribed drug is checked and 
rechecked before it is dispensed to 
the patient. This is purposely 
stressed to emphasize the responsi- 
bility the pharmacist has in provid- 
ing the patient with the prescribed 
drug in the proper dosage strength 
and form. The patient and the 
physician must have complete as- 
surance that the drug and _ its 
strength are in agreement with the 
claims stated on the label. Most 
hospitals do not assay all drugs be- 
cause it is impractical and not nec- 
essary when dealing with reliable 
drug manufacturers who take great 
care to assure all who use their 
products that the quality and 
strength is as labeled. Therefore, 
hospitals must assure themselves 
that they order and receive the best 
pharmaceuticals from reputable pro- 
ducers at the lowest cost possible so 
that they can be dispensed to their 
patients with complete confidence. 
This can be done only by having a 
registered pharmacist place drug or- 
ders with legitimate suppliers. The 
pharmacist knows the potential dan- 
gers in dealing with the ever-in- 
creasing numbers of mushrooming 
enterprises, incorporated solely for 
the purpose of profit at anybody’s 
expense. 


Quality Control 


To sum up good drug purchasing 
procedures in hospitals, one word 


can be coined. “Sincerism” is not to 
be found in the dictionary but is 
very applicable to sound procure- 
ment of pharmaceuticals in the hos- 
pital. 

When the sincerism of a hospital 
pharmacist reaches his administra- 
tor and medical staff he then as- 
sumes his position in their minds as 
the reliable one to purchase drugs 
and, as a pharmaceutical consultant, 
he is thought of as a truly devoted 
member of the hospital team. Sin- 
cerism includes many virtues, one of 
which is the very desirable and 
needed feature of reducing extensive 
drug duplication in the pharmacy. 
It is common knowledge that with 
few exceptions, the cost per unit is 
lowered as the number of units in- 
creases. Thus it is only good sense 
to buy one brand from one reliable 
company and take advantage of 
quantity discounts. Drugs should be 
purchased with the feeling that the 
hospital pharmacist’s deportment is 
based on how much money he 
spends on drugs of unquestionable 
quality rather than on how much 
profit is made. 

Drugs should be purchased wiih 
the conviction that: 


1. The purchaser is the patient 
who has to receive and pay for tlie 
medications. 

2. Every staff physician will have 
complete confidence that the drugs 
they use are of the finest quality. 

3. The safety of the patient, the 
integrity of the hospital and the 
professional reputation of the hos- 
pital pharmacist who buys the drugs 
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are determined by the dependability 
of the manufacturer. 

4. Drugs should always be pur- 
chased with sincerism. 


Dispensing 


A drug s worthless to a patient 
unless it is dispensed to and used by 
him at the time it is needed. Need- 
less to say, there are many meth- 
ods available in dispensing drugs to 
hospitalized patients and, of course, 
some methods are better than others. 
Again, the better methods employ a 
copious measure of common sense. 
To begin with, hospital pharmacies 
should be set up with the idea in 
mind that the pharmacists are as 
responsible for the drugs they dis- 
pense as they are for stocks they 
maintain. One policy in dispensing 
drugs to patients is to provide a cer- 
tain number of reliable low priced, 
routinely used drugs to each nursing 
unit, which would not be charged 
individually to the patient but rath- 
er by means of a flat fee at the time 
of admittance. This method has been 
shown in some hospitals to save 
trivial charges to the patient and 
also to eliminate much clerical work 
for the hospital. Replenishment of 
such floor stock drugs is made by 
requisition to the pharmacy by the 
ward nurses. This system has its 
obvious advantages as well as its 
disadvantages and whether or not it 
will work satisfactorily depends up- 
on the hospital and the people which 
it serves. 

Availability of commonly used 
ampuls on each nursing unit elim- 
inates the necessity of spending time 
going to and from the pharmacy 
every time there is a need for them. 
Replacement of ward stock ampuls 
can be made by a charge-slip-for- 
an-ampul method and such a system 
not only serves as control but also 
assures immediate availability of 
many injectables to the patients. All 
other drugs not made available on 
either the floor stock drug list or on 
the ampul list must be procured 
from the pharmacy on an individual 
charge basis. From personal experi- 
ence I have found that on the indi- 
vidual charge basis no more than a 
three-day supply should be issued 
in the case of drugs for oral or ex- 
ternal use and not more than a one- 
day supply should be issued in the 
case of injectables. This policy has 
resulted in bringing the problem 
of issuing credits down to a bare 
minimum, 

In many hospitals some barbitu- 
rates and narcotics are dispensed to 
prescribed patients without an indi- 
vidual charge at the time of admin- 
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istration. This situation can be han- 
dled with assurance of control by 
several methods. However, in my 
opinion, there is one method that is 
fool proof and far the most efficient. 
That is the cellophane window— 
card system—where each card car- 
ries 20 of the same tablets or cap- 
sules. By pressing on the cellophane 
window, the drug pierces the alum- 
inum foil seal and is ready for ad- 
ministration to the patient. The in- 
formation required is written in by 


the nurse in the space provided. In- 
ventory is a visual one and does not 
involve counting. The empty card 
is exchanged for a full one from the 
pharmacy; its charge is made to the 
requisitioning nursing unit. The 
filled-in narcotic cards are main- 
tained for the usual two-year period 
by the pharmacy. An initial set of 
two cards for each different drug 
and strength provides uninterrupted 
availability between each 24-hour 
servicing. a 








CARDIAC ARREST 


CAN OCCUR 
IN Your HOSPITAL... 


Each year about 10,000 
patients face sudden death 
. IIS due to Cardiac Arrest. 
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PM-65 with Electrocar- 
dioscope (optional) pro- 
vides preventive detec- 
tion and treatment of 


Cardiac Arrest. 


Dror the possibility of Cardiac Arrest, whether on 
the operating table, during post-operative 
recovery, on the ward with Stokes-Adams 
patients, or in the Cardiac Catheterization Lab- 
oratory, Electrodyne presents proven* instru- 
ments that provide preventive detection of any 
Cardiac Arrhythmia and completely automatic 


treatment in cases of Cardiac Arrest. 


*Developed in conjunction with Paul M. Zoll, M.D. 


Other combinations and associated instruments 
available — Write for complete information. 


Cardiac Alarm (Monitor) 
Model No. 54 — A visual 
and audible monitor which 
sounds alarm at onset of 
Cardiac Arrest. 


Miniature All-Transistor 
Portable Cardiac Pacemaker 
Model TR-3 


Electrodyne D-72 
External Defibrillator 


Combination Pacemaker and Defibrillator 
Model No. 43 


Separate units of Pacemaker 
and Defibrillator also available. 
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ELECTRODYNE CO., INC.60 ENDICOTT STREET, NORWOOD, MASSACHUSETTS 


For more information, use yellow postcard inside back cover. 85 
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Central Messenger Service 


by Richard L. Durbin 


® AS THE WARD CLERK relieved the 
nurse of much of her clerical du- 
ties, central messenger service is 
relieving the R.N. of more of her 
non-nursing functions, thus free- 
ing more of her time for direct 
nursing care to the patient. 

“Where is the maid?” asked the 
llth quarter medical student. “I 
want this specimen to go to the 
lab stat. She’s never on the ward 
when you need her.” This was a fa- 
miliar complaint and a source of 
disconcertion on the wards of the 
City of Memphis Hospitals before 
the advent of messenger service. 
Needed services and supplies for 
good patient care were delayed, due 
to a shortage of ancillary personnel 
assigned to the nursing station. 

Early in 1958, a plan was outlined 
to correct this situation. Basically 
a central pool of errand boys was 
formed to transport messages and 


materials to and away from the 
nursing stations. Following is an 
outline of some of the planning 
that went into the service and the 
results of this experiment. 


Physical Layout 


The City of Memphis Hospitals, 
the teaching hospital for the Uni- 
versity of Tennessee Medical 
School, is comprised of five major 
divisions, the John Gaston Hospital, 
the Gailor Out-Patient Department, 
the Frank T. Tobey Memorial Chil- 
dren’s Hospital, the Maternity Di- 
vision and the E. H. Crump Me- 
morial Hospital. Each of the fore- 
mentioned are separate buildings 
and are connected either by a cov- 


Mr. Durbin is associate administrator at 
the City of Memphis Hospitals, Memphis, 
Tenn. 


ered passageway or an overhead 
tunnel. 

The E. H. Crump Memorial Hos- 
pital had established its own mes- 
senger service earlier. The greatest 
need for this service was the other 
four divisions of the City of Mem- 
phis Hospitals. 

A site had to be selected that was 
centrally located and was easily ac- 
cessible. The basement of the John 
Gaston Hospital, the most centrally 
located of the units, was chosen. A 
room approximately 15 feet by 25 
feet was assigned. A desk with a 
telephone to receive the calls was 
installed. Chairs were provided to 
allow the messengers to rest be- 
tween calls. The area was well 
lighted and air conditioned and a 
sink with foot pedals was installed. 

The philosophy for the establish- 
ment of the service was explained to 
all department heads. The idea was 
stressed that this was a service to 
improve patient care and by proper 
use of this service the nursing per- 
sonnel and other people responsi- 
ble for patient care would not have 
to dispatch personnel needed for 
giving patient care away from the 
area. As a result of this, the goal 
was to have more people available 
in the patient care area to give 
this care. The relationship of the 
messenger service to the total health 
team was emphasized. The details 
of the actual responsibilities of this 
service were spelled out in a pro- 
cedure. 


Procedure 


The purpose of this service is to 
centralize errand and messenger 
work. 

The service will be headquartered 
in Room 11 of the John Gaston Hos- 
pital. It will be supervised by the 
director of housekeeping services 
and will be operated by a clerk. 


The hours shall be 7:00 am. to 
3:30 p.m. daily. The telephone num- 
ber is Station 386. 

Duties performed by messengers 
dispatched by the clerk at this num- 
ber shall include: transportation of 
patients to cystoscopy clinic, EKG, 
EEG, fracture and other outpatient 
clinics, and classrooms; assisting in 
transportation of bodies to ‘the 
morgue; transportation of specimens 
of all types to all laboratories; lifting 
of heavy patients; transportation of 
x-ray films; transportation of IV so- 
lutions, drugs, general supplies; and 
transportation of records from the 
Medical Record Department to 
the nursing units and return. These 
are not all of the errands which may 
be performed by messenger service, 
but are typical of the type of service 
which the group will render. 

Messenger service shall perform 
all services requiring that persons 
leave the nursing unit with these 
exceptions: transporting patients to 
and from x-ray which is to be per- 
formed by x-ray personnel or chil- 
dren’s hospital nursing helpers; 
transporting patients to and from 
surgery which is to be performed by 
Operating Room personnel; trans- 
porting patients from the Emergen- 
cy Receiving Ward to nursing units 
which is to be performed by receiv- 
ing ward personnel; transporting 
maternity patients to labor rooms 
which is to be performed by delivery 
room personnel; transporting rec- 
ords from the Medical Record De- 
partment to outpatient Department 
and returning which is to be per- 
formed by Medical Record Depart- 
ment personnel; and transporting of 
central supply items which is to be 
performed by central supply per- 
sonnel. 





Operating Procedure 


The nursing unit needing mes- 
senger service shall call the house- 
keeping department clerk at Station 
386. The clerk will record the time 
of the call, purpose of the errand, 
and dispatch a messenger on this 
job. The clerk shall record the time 
the messenger departs and the time 
he returns from the call to the office. 

If no messenger is immediately 
available, and the errand is an emer- 
gency, the clerk shall so record the 
request and inform the nursing unit 
that there is no one in the office at 
that time. If the nursing unit then 
wishes to send ward personnel on 
the errand, they may do so, but the 
nursing unit shall so inform the 
housekeeping office clerk, who shall 
record this fact. 
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The staff assigned consists of five 
messengers and a clerk who answers 
the calls, records the time and place 
from where the call came, assigns 
the messenger, notes the time the 
call is answered and the time the 
request is completed. This service 
operates from 7 a.m. to 3:30 p.m. 
daily. The number of messengers on 
weekends is reduced to three. An 
additional messenger has been as- 
signed from 3 to 11 and works out of 
the Central Supply area during the 
evening shift. 


Results 


Every service has benefits and 
disadvantages. We have found the 
disadvantages are a natural tend- 
ency to expand which causes pro- 
portional inefficiency unless the 
number of personnel is increased 
which means a cost increase; a 
shifting of the work load which in- 
creases irresponsibility in asking for 
services and which reduces the in- 
itiative of other personnel; and a 
variation in work loads which causes 





Armstrong eae 


Hand-hole type Baby Incubator 


The Armstrong H-H is a LARGE incubator 
equipped with a 40% oxygen nebulizer. 
The price is LOW—the FEATURES are 
MANY. They include: 


4-compartment mobile 
cabinet 


40% oxygen limiting 
valve 

3-stage humidity 
reservoir 
slide-opening for 
tube-feeding 
emergency opening 
top-lid—safety glass 


clear plexiglas ends 
and sides 


foam mattress with 
plastic cover 

2 pre-shrunk weighing 
hammocks 


large enough for 
a 25-inch baby 





Write, wire or phone us collect for complete details 


The Gordon Armstrong Co., Inc. 


Armstrong Incubators are available in Canada from Ingram and Bell, Toronto, Ontario 
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514 BULKLEY BLDG. 
CLEVELAND 15, OHIO 
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delays at peak periods and wasted 
time and manpower during the lulls. 

There is also a difficulty in sched- 
uling jobs required at a specific time 
because of routine and emergency 
workloads. This type of personnel is 
not quite as efficient as personnel in 
other departments. Additional space 
is required for a centrally located 
office and the cost is also increased 
if the messenger service does not 
permit the reduction of personnel 
elsewhere to balance the cost of the 
service. 

The benefits fall into four cate- 
gories. Centralization which means 
two things, the labor is readily 
available to all areas and the labor 
is pooled for the necessary number 
of personnel for any particular job. 
A second benefit is specialization. In 
the hospital area this means better 
patient care and less personnel di- 
version, a reduction in traffic flow 
and confusion, a reduction in fatigue 
of personnel due to running errands 
in addition to other duties, and the 
elimination of duplication of effort 
with several people trying to do the 
same job. The service itself is fast 
and efficient. Messenger service is 
more tightly controlled being under 
one supervisor, while the keeping 
of records allows analysis of service 
for judging efficiency, improving the 
service through time studies, clas- 
sification and codifications of calls 
and source of calls. Cost is also low- 
er because the salaries of messen- 
gers is lower than that of other per- 
sonnel, At the City of Memphis 
Hospitals the advantages have far 
outweighed the disadvantages. 


Implications for the Future 


With an increasing need for better 
communication this office and serv- 
ice can be expanded into a central 
message office. Here service can be 
scheduled and requests filled at fu- 
ture dates. Informative changes in 
routine or procedure can be fed out 
from this center to the departments 
involved. Present and future inter- 
departmental arrangements can be 
made through this center. The im- 
plications for the uses of this serv- 
ice are unlimited. This center might 
serve for a hospital in somewhat the 
fashion a control tower serves an 
airfield, that is, as an internal and 
external traffic and message control 
center. a 
See pages 44-45 for article on per- 
sonnel costs. 
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STERILIZING 
TUBING 


Made from a strong, transparent material specially 
selected for its susceptibility to steam penetration. 
Even the tightly-folded ends are completely sterilized 
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while removing contents. Instruments and supplies 
remain sterile indefinitely —conveniently stored — 
ready for immediate use. And —the material used for 
Weck Sterilizing Tubing will not store potentially 
dangerous static electricity. Comes in compressed, 
easy-to-open cylindrical sticks. Now available in 4 
widths: 1%’, 2546”, 374”, 434”. 


70 years of knowing hou 10" 


NG ‘PRECIS N CORP 


WECh EDWARD pei rable . CO., BROOKLYN 1, NEW YORK 


Ma inufacturer Fine 


Surgical Instruments and Hospital Specialties 


Instrument Repairing 
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For more information, use yellow postcard inside back cover. 
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How to Train Workers 


by David L. G. Jacobs 


Director of Training 
Presbyterian-St. Luke's Hospital 
Chicago, Illinois 


Part | Planning 


At this time it is important to re- 
view some basic concepts regarding 
the training of workers. There are 
some positive advantages to be ob- 
tained from well-trained employees. 
These are lower cost; improved 
quality of work; increased produc- 
tivity; reduced accidents; reduced 
waste; increased job satisfaction for 
the employee. 

These benefits accrue because a 
trained employee is one who knows 
what is to be done, how it is to be 
done, and when it is to be done. 


There are two occasions when we 
train employees: 

1. Post-employment training. This 
is training which takes place im- 
mediately after hiring. 

2. Training which the employee 
will receive during tenure of em- 
ployment. 


There are two main types of em- 
ployee training programs: 

1. On-the-job training is the 
most commonly used. Its success de- 
pends upon having qualified train- 
ers. It is very effective with compe- 
tent instructors. Experience during 
World War II indicates that on-the- 
job training is one of the most effec- 
tive methods of training people to 
do a job. 

2. Mock-up training duplicates as 
closely as possible actual working 


—_ 


Adapted from a talk given before the 
a State Central Service Section, Chicago, 


OCTOBER, 1960 


conditions. Training is held away 
from the work place. Advantage of 
mock-up type training is that em- 
phasis is placed on teaching the best 
method and not production. Primary 
disadvantage of this type of train- 
ing is the artificial atmosphere cre- 
ated as a result of training off the 
job. 


Why Train? 


Regardless of the type of pro- 
gram selected we should have some 
concept or idea as to why we want 
to train workers. In reality, we train 
workers because we want to: 


1. Teach them basic skills — ap- 
plicable to new employees. 

2. Increase skills — applicable to 
employees with longer tenure. 

3. Promote those with potential. 

4, Introduce a change in methods 
— as a result of new equipment, 
modification in procedures or meth- 
ods. 

How can we determine what kinds 
of skills and knowledge should be 
taught to the employee? We have 
the following tools or resources to 
aid us in determining these training 
needs: 

1. Job description. This tells us 
what any individual must bring with 
him in terms of formal education, 
training (skills and knowledge) and 
background, which includes previ- 
ous work experience. The job de- 
scription tells us, in detail, what is 
expected of anyone filling the po- 
sition. 

2. Performance appraisal. This 
tells us how well the individual is 
meeting the job standards as set 
forth in the job description. 

If we were to set this needs anal- 


Please turn to page 90 


Happenings 
Cross Country 


@ The program committee for the 
institute November 30 — December 
1 and 2 of your association had a 
meeting early in August. We thought 
that the last program went over 
very well with our group that at- 
tended in New York, but everyone 
feels that this time the program is 
even better .... if that is possible. 
Here are some of the highlights: 
Preventive maintenance — what to 
do to prevent those emergencies 
that always seem to happen with 
our equipment. Training of workers 
— how to train new people that 
come into our department and the 
human relations angle of dealing 
with them. Trends in central serv- 
ice — what is coming up for the 
future in the way of progress for 
c. s. departments. The place of c. s. 
in the organization chart — where 
do you really fit in, the organi- 
zation of your hospital. Relationship 
of c. s. to nursing — many hospitals 
have c. s. under administration 
while others have c. s. under nurs- 
ing. We hope to have an expert on 
this who will help clarify our think- 
ing. 

On the evaluation sheets last year 
many of you felt that a workshop 
was needed. This year all of you 
will have your wish! A workshop 
is planned to help find answers to 
the perplexing problems facing us 
in c. s. A few of the groups planned 
are, Education for c. s. supervisors, 
Methods for controlling breakage 
and loss, Relationship with phar- 
macy, How do you set charges and 
many more. 

Of course, you know we have a 
few more exciting features under 
our hats but you will have to just 
wait and find out. The announce- 
ment forms will go out in the near 
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future to all of our members. Make 
plans now to attend the institute, 
November 30, December 1 and 2, 
Morrison Hotel, Chicago. 


A fashion highlight 


This is really a new gimmick! The 
officers of the association presented 
Doctor Letourneau with a set of 
cuff links. But wait, they are not 
just ordinary cuff links . . They are 
association pins made into the most 
beautiful set of cuff links imagi- 
nable. Doctor Letourneau acts as 
advisor to our group and is always 
happy to give us a hand, when we 
ask him for help. So, all you male 
members take note. If you would 
like a set of these cuff links, write 
to headquarters for more informa- 
tion. 

On the subject of pins, we are 
having trouble trying to keep up 
with all of the requests. The board 
has stipulated that no pins should 
be sent out unless $15.00 is re- 
ceived first. This is the only way 
that we can follow a first come, first 
served procedure. So, those of you 
wishing to order pins may send a 
check for $15.00 to headquarters and 
as promptly as possible, you will 
receive your pin. You will not be 
disappointed, I know. We have 
heard nothing but wonderful things 
about the new pin. Order yours 
now! 

We are always happy to hear 
from you, so send in bits and pieces 
about yourself or your department 
to Headquarters NAHCSP, 105 W. 
Adams Street. We really look for- 
ward to hearing from all of you. @ 


It’s my own idea. I hope it catches 
on. 


Jacobs Continued from page 89 


ysis on somewhat of a mathematical 
basis, we could say that the differ- 
ence between what is expected of 
the employee and how well this em- 
ployee is meeting these expectations 
gives us the training target. In ef- 
fect, the extent to which the indi- 
vidual employee meets the job 
standard will affect the scope or 
depth of the needed training. This is 
the quantitative aspect of training. 
We must determine what the em- 
ployee now knows, must know, 
would find it desirable to know 
and would like to know. 

Visualize a target. The bull’s-eye 
would be the must know. Outer 
rings would include: desirable to 
know, and would like to know. 

A training timetable will assist us 
in hitting the bull’s-eye of this tar- 
get. Visualize for a moment a chart 
with jobs A, B, C, D, etc., reading 
from left to right, horizontally at the 
top of this chart. Then on the left 
and vertically one below the other, 
employees 1, 2, 3, 4, 5, ete. (use 
names). This timetable will tell us 
who possesses skills for what job or 
jobs. It will tell us, at a glance, who 
needs training for any particular 
job. Further, it will indicate the 
scope of the skills possessed by each 
of our employees. We can, from this 
chart, determine the date by which 
each individual should acquire the 
needed skill or knowledge. 


Instructors 


This brings us to the question of 
selecting instructors. Let us review 
some of the sources that are avail- 
able to us: 


1. Supervisor can do the training. 

2. Employees can be selected to 
train other employees. 

3. Technical staff from either your 
department or other departments 
can assist you. 

The question as to the number of 
instructors needed is a relative one. 
The answer depends primarily on 
the amount of training you must do. 
This is something a supervisor must 
determine for himself. 

Qualifications are an important 
part of the selection of instructors. 
How do you choose those people 
whom you want to be instructors? 
What is the basis for your choice? 
Many times instructors are solely 
selected on the questionable basis of 
tenure of employment. It is assumed 
by many supervisors that because an 
individual has been on a job for a 


long time that this individual knows 
what to do and also can instruct 
others. This, of course, is not always 
true. Employees selected as instruc- 
tors must know the skills to be 
taught; have a desire to teach; be 
able to communicate the skills. 
We have now reached the point 
where it is proper to consider meth- 
odology with all of its ramifications, 


Getting Ready to Instruct 
A. Prepare yourself. 


1. Put yourself in the right frame 
of mind. 

2. Be completely unbiased and 
unprejudiced towards a new em- 
ployee. 

3. Get as much information as you 
can about the employee before hand. 
You can do this as a result of the 
interview you previously had with 
him or by reviewing the application 
blank again. 

4. Meet him in a quiet place, pri- 
vate if possible. 

5. Proper seating arrangement is 
important. 

6. The surroundings should be 
neat and orderly. 


B. Have a timetable. 


How much skill do you expect 
him to have by what date. 


C. Break down the job. 


1. List the important steps — an 
important step is a logical segment 
of the operation when something 
happens to advance the work. 

2. Pick out the key points (safety 
is always a key point). A key point 
is that which is the “key” to doing 
the step properly. For example: 


(a) Those things that “make or 
break” a job. 

(b) Hazards (in many jobs these 
rank first). 

(c) Things that make the work 
easier to do—“knack,” “trick,” 
“feel,” “special timing,” “bit of spe- 
cial information.” 

Let us assume for a moment that 
you are instructing an employee to 
run a sterilizing oven. In the process 
of teaching this employee how to 
place the equipment in the steriliz- 
ing oven, an important step would 
be to push the cart to the oven door. 
The key point in this instance would 
be to make certain that the cart is 
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locked to the oven. If you were in 
the process of teaching this same 
employee how to take equipment 
out of the sterilizing oven, an im- 
portant step would be to open the 
oven door. The key point would be 
to make certain that the chamber 
gauge reads zero before you do this. 

Assume, also, that you are in the 
process of teaching an employee to 
place needles into Kahn tubes prior 
to their going to the sterilizing oven. 
An important step here would be 
for the employee to grasp a number 
of Kahn tubes in the left hand. A 
key point would be that the em- 
ployee should not grasp the Kahn 
tubes too tightly or firmly due to 
the fact that some of the tubes may 
have fatigued and shatter in the 
hands of the employee. In the same 
operation, an important step would 
be to put the needles into the Kahn 
tubes. A key point would be to pick 
the tubes or to grasp them by the 
hub. This would keep the needle 
from puncturing or lacerating the 


skin. 


D. Have everything ready. 


Have the right equipment on the 
job. 

Have the right materials on the 
job. 

The proper supplies should be 


there. 
E. The work place. 


Have the work place properly ar- 
ranged just as the worker will be 
expected to keep it. 

We are now ready to instruct the 
employee effectively and efficiently. 


Part II next month will feature 
preparation of the worker for train- 
ing. 





Central Supply 
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We don’t exchange dirty beds for 
clean ones. 
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A Visit With... 


Oscar Eisen, #. N. 


Assistant Head Nurse 
Orange County General Hospital 


Orange, California 


& Orange County General Hospital 
is surrounded by the cities of Or- 
ange, Anaheim, Santa Ana, and Gar- 
den Grove. Fabulous Disneyland is 
but a short mile away. This area is 
said to be the fastest growing coun- 
ty in the nation, so consequently the 
demands and responsibilities upon 
the hospital stretch the abilities and 
capabilities of the facility and staff 
alike. 

At the present time the hospital 
provides 489 beds and is generally 
divided into 25 services and de- 
partments. The present hospital is a 
combination of new and old build- 
ings, the old buildings, but a few 
years ago, were the entire hospital 
and were essentially dedicated only 
to the care of the aging. Now an ex- 
pansion program to provide a new 
Central Services building is in final 
planning stages. A new acute Med- 
ical and Surgical building is also 
being planned for the near future. 

Within the last five or six years, 
the hospital has grown to provide 
acute medical and surgical services, 
obstetrical and pediatrics, emer- 
gency receiving, outpatient clinics, 
rehabilitation services, mental 
health unit, contagious diseases unit 
and facilties for various research 
programs. The hospital conducts an 
intern program, and provides clini- 
cal experiences for several schools 
of nursing. 

The Central Service Department 
is under the divisional supervision 
of Mrs. Sara Rucker, (O.R. and 
C.S.R. Services), with Mrs. Gunda 
Glemaker as the Department Super- 
visor. My position is Assistant Head 
Nurse, assistant to the department 
supervisor. 

I am a relative newcomer both to 
Orange County General Hospital 
and to the profession of civilian 
nursing, having retired from the 
U.S. Navy as Lt. Commander, Med- 
ical Service Corps, upon completion 
of 30 years of service. Graduating 
from the Naval Hospital Corps 
School, I gained training and ex- 
perience in general nursing as a 
pharmacists’ mate. Qualified spe- 
cialties were o.r., physio, and x-ray, 


as well as a range of ward services. 
Wartime experience included duty 
independent of a medical officer and 
assistant to the Medical Officer 
aboard the U.S.S. Wake Island. 

Following the war I attended the 
Naval School of Hospital Adminis- 
tration at the National Naval Med- 
ical Center, Bethesda, Maryland, 
subsequent duties were in person- 
nel, maintenance, and medical ad- 
ministration, with my final tour of 
duty as Medical Administrative Of- 
ficer at the Pacific Missile Range, 
Point Mugu, California. 

Our Central Service is a 24 hour 
operation, with a pickup and de- 
livery service to all wards and de- 
partments. Department personnel 
consist of two registered nurses, 
seven attendants, six orderlies, and 
a clerk. Volunteers and auxiliary 
persons complement the paid per- 
sonnel. 

The department has approximate- 
ly 50 standardized tray and unit set- 
ups which simplify the heavy work- 
load on the general services. Spe- 
cial sets are maintained for cardio- 
pulmonary laboratory, post-opera- 
tive open heart surgery, and other 
departments requiring specialized 
equipment and materials. Pre- 
packaged and disposable items are 
used in many areas, with more items 
being tested for acceptance and use. 

All parenteral solutions, oxygen, 
and medical gasses are maintained 
and delivered by C.S. Peritoneal 
Dialysis and Travenol sets are 
maintained for artificial kidney use, 
and distributed through C.S.R. 

Central Service prepares and 
maintains all linen packs for O.R. 
and O.B., as well as Nursery diapers, 
blankets etc. 

The hospital provides an active 
inservice program for nursing and 
ancillary personnel. Mrs. Glemaker 
conducts a regular class in care, use 
and application of all oxygen equip- 
ment. She and I also are utilized in 
the teaching program to present 
subjects within our specialties. 

The department feels that it is an 
essential adjunct to each ward and 
department and excellent rapport is 
maintained at the nursing level. © 
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I nould like to know... 


Materials for Freezing 


How do you dispense material for 
freezing of an extremity? 


An ice cart has been purchased to 
store the dry ice which is used for 
freezing. A refreeze container used 
in kitchens and a container used 
for soiled silverware have been 
mounted on each end of the cart. 
The refreeze container is used for 
placing the blanket pieces and rub- 
ber sheeting. The silver container is 
used to hold the hammer, asbestos 
gloves (for handling the dry ice), 
safety pins and sheetwadding. This 
cart is complete and goes direct to 
the bed side and returned to c. s. 
when finished. 


Rotation of Assignments 
Do you rotate central supply as- 


signments, or do the same aides do 
the same job each day? 


We have found it to be more satis- 
factory to rotate people each day. 
Therefore, we train our c. s. people 
to do every job in the department. 
The personnel seem to like the ro- 
tation method and we find they are 
more alert on the job. 


Miscellaneous Equipment 


Do you handle i. v. solutions, oxy- 
gen and orthopedic equipment in 
your department? 


No, these have all been taken out 
of central supply. The i.v. solutions 
are dispensed by the blood bank. 
Oxygen therapy now has its own 
department and operates under the 
anesthesia department. Orthopedic 
equipment is dispersed by the brace 
shop. 


Glove Processing 


We have heard so many different 


The Suggestion of the Month 


Anew use for pillow cases 


Note: Utensils for new patients 
are referred to as units. 

The nurse in charge of c s. tele- 
phones the floors between 12:30 
p.m. and 1:00 p.m. to get the desired 
number of units to replace dis- 
charges for the day. At 1:30 p.m. 
the aides in c. s. deliver the desired 
number of utensils to her assigned 
floor. In a separate cart, we have a 
specific set of utensils for women, 
children, men adult and 18 months 
or younger. 

The utensils are washed by the 
floor aides and orderlies and placed 
on the cart that the clean ones were 
delivered on. C. S. is notified when 
they can be picked up. They in turn 
take a clean wrapper to cover the 
washed utensils in transport to c. s. 
Upon coming to c. s. the mouthwash 
cup is packaged in a brown paper 
bag marked “sterile mouth wash 
cup”. 

The basic (women) set contains 
the following: 
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1 wash basin 
1 mouth wash cup individually 
wrapped 
1 soap dish 
1 emesis basin 
1 powder can 
1 adult bed pan 
If for a male patient a urinal is 
added, for a child a junior bed pan 
is substituted for the adult size and 


Dates To Remember! 


November 30, December 1 and 2, 
Institute for C. S., Chicago, Mor- 
rison Hotel. 


May 4 and 5, Annual Convention, 
Chicago. 


viewpoints on how gloves should be 
processed. Will you please give ug 
your method? 


We collect used gloves in pails 
from the operating room and ob. 
stetrical department. Upon receiv- 
ing gloves in the department, they 
are soaked in Zephiran solution for 
30 minutes. Then we rinse them 
under running water. They are then 
emptied into an automatic washer 
(60 gloves per load) where they are 
washed and rinsed. Powder is added 
to the last rinse cycle. Upon com- 
pletion of the above, they are re- 
moved from the washer and rolled 
in a turkish towel which removes all 
the extra moisture. The gloves are 
then placed in a dryer for 40 min- 
utes on a specially designed glove 
tester. They are tested with nitrogen 
and then sorted. Following this they 
are placed in a powder compartment 
of the dryer and powder machine. 
After removal, they are paired off 
one dozen per box and stored in 
drawer. Each box is dated with a 
slip of paper so that they are ro- 
tated. This way the oldest gloves are 
used first. 


if for obstetrical patient, the pow- 
der can is omitted. 

On the private floors we stock 
6 urinals individually packaged in 
a brown paper bag and marked 
“sterile urinal”. In the pediatric de- 
partment we stock 6 junior urinals. 

The set of utensils are bagged in 
a worn but not torn pillow case 
and closed with a rubber band cut 
from used rubber gloves. The word 
“OB” is written on a piece of auto- 
clave tape; The word “women” is 
written on a piece of white label- 
ing tape; The word “men” is writ- 
ten on a piece of red labeling tape, 
and the word “child” is written on 
a 50# brown paper bag. 

The utensils are then autoclaved 
and placed in storage to be issued 
on request. The day before Easter 
and Christmas have proven to be 
the biggest single discharge dates. 
We have found this system to save 
a lot of time and confusion during 
this busy period. | 
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CEntRal SERVICE 


by Mary Helen Anderson, R.N., M.S.H.A. 


A Sane Safety Program 


for Central Service 


® PROGRESSIVE HOSPITALS today are 
placing considerable emphasis on 
the importance of the Safety Pro- 
gram on a general over-all plan. 
Because of the strategic position of 
the Central Service department, it 
almost goes without saying that the 
Central Service Supervisor should 
be a permanent member of the 
Safety Committee, as well as an 
important member of the Disaster 
Team. 

The subject of the part to be 
taken by Central Service in prepa- 
ration for internal or external dis- 
asters is one which may well be 
dealt with at length, and merits 
considerable discussion. Our con- 
cern at this point, however, is with 
an organized Safety Program with- 
in the Central Service department 
itself. A hospital-wide safety pro- 
gram is no better than the indi- 
vidual programs conducted in each 
of the several hospital areas. More- 
over, no individual departmental 
program is stronger than its weakest 
member — the one who can’t be 
bothered with reading the instruc- 
tions “in case of fire,’ or who 
tempts the insurance company to 
withdraw coverage by neglecting 
regulations concerning smoking or 
securing oxygen cylinders in un- 
protected areas. 

Concerning safety in general, in- 
surance experts agree on the fol- 
lowing: 

“The principal goal of a safety 
program is the prevention of acci- 
dents. Accidents, even those not re- 
sulting in injuries to the personnel, 
often add to operating expenses. 


When injuries result, in addition to 
pain and suffering, direct and indi- 
rect costs can be considerable. Fur- 
ther, it is a fact that production 
which is accompanied by a high 
frequency of accidents is not effi- 
cient production. Safety and effi- 
ciency go hand in hand.” 

Points to be considered in setting 
up a safety program in Central 
Service include the following: 

1. A safety team leader should 
be appointed. This should be one of 
the members of the non-supervis- 
ory personnel, such as an aide or 
an orderly. It will be his responsi- 
bility to promote interest in the 
program, and to keep open the 
channels of communication be- 
tween the personnel and the super- 
visor with reference to safety mat- 
ters. One of his duties will be to 
conduct periodic meetings of the 
members of the department to re- 
view the safety record and to dis- 
cuss ways of improving it. If there 
is departmental competition for low 
accident records, the safety team 
leader will be responsible for re- 
porting the progress of Central 
Service. 

2. The safety inspection commit- 
tee might well consist of two or 
three members of the department 
who will conduct periodic tours of 
the department with check lists for 
the hazards that could occur. Re- 
ports from this committee will be 
given to the safety team leader for 
follow-up. This should be a rotat- 
ing committee so that each mem- 
ber of the department gets a chance 
to view the department objectively 


EDITORS NOTE: Grateful acknowledgement is made to Mr. Robert 
E. O’Meara, of Chicago, Insurance and Safety expert, for his assistance 
in preparing this material. The discussion of in-service training for C.S. 
personnel scheduled for this month will be published in a future issue. 
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and to seek ways to improve the 
safety factors. 

3. A safety check-list should be 
developed so that all members of 
the department become thoroughly 
familiar with the important safety 
points. In an average Central Serv- 
ice these are some of the items that 
should appear on such a list: 

a. Doors—if swinging, is there 
adequate view of the person enter- 
ing, or leaving the department sc 
that there will be no danger of in- 
jury from collision? If windows are 
installed in the doors, be sure thai 
they are large enough to provide 
good vision. Many doors are equip- 
ped with look-through windows al! 
right, but the openings are so smal! 
that they are almost useless. 

b. Floors—if there is some type 
of floor covering, it should be wel! 
maintained so that there is no 
danger of tripping or falling while 
working in the department. Espe- 
cially in older hospitals, worn spots 
in linoleum or rubber tile may 
seem unimportant but could consti- 
tute real hazards. In the C.S. de- 
partment where so much water is 
being used constantly, the slightest 
spill should be given attention so 
that there is no danger of falling on 
a wet spot. Small items allowed to 
remain on the floor—paper clips, 
rubber bands, safety pins, all may 
seem innocent enough, but can 
spell disaster if stepped upon at the 
proper (or improper) time! 

c. Storage areas should not be 
inaccessible. If it is necessary to 
utilize high shelves, safe step lad- 
ders with _ supporting handles 
should be not only available, but 
used. There are no shortcuts to 
safety. It is important to conduct a 
periodic inspection of the manner 
in which items are stored if high 
shelves are used—inspection to in- 
sure proper stacking so that there 
will be no danger of heavy objects 
falling upon those who must remove 
items from these areas. 


d. Electrical equipment—frequent 
inspection is necessary to see that 
cords and plugs are in A number 
1 working order. Tape should noi 
be used as even a temporary mea- 
sure for repairing loose wires 01 
other defective electrical equip- 
ment. In our opinion, a member of 
the Central Service Department is 
justified in refusing to remain on 
duty if requests for repair of equip- 
ment and facilities that might result 
in accidents are ignored. Auto- 
claves are not necessarily classed 
as electrical equipment, but may be 
considered here in the same cate- 
gory. Escaping steam is an indica- 
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In every sense Amsco’s remarkable new “‘Lectrapoise” 
Operating Table answers the surgeon’s need for smooth 


Simple Head End power controls enable the 
anesthesiologist to articulate the “‘Lectrapoise’ 
power-positioning .. . ultimate in surgical convenience. instantyy— smoothy. No eileen ails 


A number of new engineering features set the “Lectra- this surgical convenience and maneuverability. 
poise’’ above all other operating tables .. .’power-response” 


positioning .. .. quick-grip mattress pad ... full length 




















X-ray top .. . new clamp-on legholder sockets . . . emergency A=] AMER] CA N 
positioning . . . and complete standard accessories. A|| 

Every surgeon, anesthesiologist and every hospital will le STERILIZER 
appreciate the significantly finer qualities of the eee 2 
“Lectrapoise.’’ For once they power this compact table : Steric rd ‘ 


through its surgical postures, there can be no substitute. related equipment for t 


Write for fully illustrated 26-page brochure TC-299. 











tion of mal-function, and should be 
reported immediately. Failure to 
report an unsafe condition would 
seem to me to be a cause for dis- 
missal. Manufacturers instructions 
should be followed to the letter. 
Again, there is no shortcut to safe- 
ty. 

e. Poisonous substances—one of 





the most dangerous practices that is 
still quite common in Central Serv- 
ice departments is the filling of 
smaller bottles from “stock sup- 
ply” bottles sent from the Phar- 
macy. An example of this is the fill- 
ing of small bottles of skin prepara- 
tion solution for dressing carts or 
trays sent from C.S. Soap solution is 





New Technic in Surgical Asepsis... 


Motion picture now available showing the technic for 
isolating the operative wound from the patient’s own skin 


in a wid 
j RES 
















e variety of surgical procedures. 


Color 
Sound 

17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringent asepsis. 


Suitable for all groups: 
O.R. nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 
Committees. 


Premiered on the 
scientific program. of the 
Clinical Meeting of the 


American Medical Association, December, 
1 


959. Approved for inclusion on 
the American College of Surgeons’ 
list of approved films. 


To schedule a showing, send requests to the Aeroplast Corporation, Station A—Box 4 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 
to show a 16 mm., color and sound, film on the use of spray-on plastic surgical dressing? 


For more information, use yellow postcard inside back cover. 


This is available for showing with the above film, or separately, if you prefer. 

















often placed in pitchers near sinks 
for use, but the pitcher is most fre- 
quently unlabeled. Recently a glass 
specimen bottle was observed in 
the utility room of a large hospital. 
The bottle was filled with amber 
liquid, and quite unlabelled. Of 
course it was general knowledze 
that this was soap solution, but I 
would have been interested in the 
laboratory report if it were actual- 
ly sent down as a specimen for 
analysis! This illustrates two carci- 
nal rules for safety in C.S.; every 
container should be labeled in the 
Pharmacy, and filled there. Refill- 
ing and relabeling is not only 
dangerous, but may even be proved 
illegal. The second rule is that 
items should almost always be used 
for their intended purpose. Many 
C.S. people, by virtue of some of 
the demands placed upon them, be- 
come great improvisors. While this 
is a characteristic not to be belit- 
tled, it is also a source of danger at 
times. Scalpel blades are not rec- 
ommended for removing labels 
from bottles (the labels should not 
be removed at all in C.S. anyway). 
Neither are razor blades meant for 
cutting tubing or gauze bandage 
rolls. Adhesive tape was made for 
holding dressings in place, not for 
repairing defective heat cradles. 
Preventive maintenance is so im- 
portant, but so often given second 
or third or fourth consideration in 
departmental management. 

Safety engineers maintain, 
“Thorough, conscientious investiga- 
tion of accidents that do happen is 
an absolute necessity. Only this 
way can causes be determined and 
remedial action undertaken.” The 
study of the unsafe acts and the 
unsafe conditions can do much to 
promote safety in the department. 
Above all, it is essential to educate 
personnel in safe attitudes, to instill 
safety consciousness in each mem- 
ber of the team, before any effec- 
tive safety work can be carried on 
in any department, and especially 
Central Service. Insurance carries 
are eager to provide assistance in 
offering advice in setting up 
safety program—not only in t! 
hospital as a whole, but in specia' 
ized departments such as C.S. The: 
are available safety posters, boo! 
lets on various types or aspects ‘ 
safety, signs, accident investigatic 
forms, inspection forms, films 0: 
various aspects of safety, and other 
valuable aides to maintaining a» 
effective safety program. Safety in 
Central Service is a 365 day a yea 
job—and 366 in leap year! And 
there is no short-cut to safety. ® 
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...FOR UNLIMITED 
POSITIONING 
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Here’s the world’s first major 

operating table with five articulating 

ww 2 sections .. . to provide contour- 
ys . ie 

ae SS correspondence with the patient’s five 

zi) anatomical regions: head, spinal, 

pelvic, femoral and lower-leg. 


Now telescoping spinal and femoral sections assure precise posi- 
tioning for patients, short or tall. Thus the Castle Table offers 
unlimited provision for the most favorable surgical exposure 
consistent with physiologic function. 


A movable control cluster lets the anesthesiologist céntrol height, 
longitudinal and lateral tilt, and all the unlimited adjustments, 
with one hand, from a selection of convenient positions. Safety 
features throughout help to make this “the contribution of the 
century in operating table design.” 


write for information on this new concept in tables for major 
surgery. 


Castle 


WILMOT CASTLE CO., 1701-10 E. HENRIETTA RD., ROCHESTER 18, N. Y. 


OCTOBER, 1960 For more information, use yellow postcard inside back cover. 
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Purchasing Specifications 


by John Noble Richards, F.A.1.A. 
President 

The American Institute of Architects 
Washington, D.C. 


® THE PRINCIPLES of preparing and 
writing a specification are the same, 
whether it be for a building or for 
the purchase of the smallest piece 
of equipment for that particular 
building. 

Webster’s unabridged dictionary 
gives this definition: “Specification 
(usually plural)—a written or 
printed description of work to be 
done, forming part of the contract 
and describing qualities of materials 
and mode of construction. Also giv- 
ing dimensions and other informa- 
tion not shown on the drawings.” 

The secret of writing good specifi- 
cations, if there is any secret about 
it, is intimate knowledge and infi- 
nate care, with concentration of 
thought upon every detail and re- 
quirement of the building in hand 
until one can see it in his mind’s 
eye, complete in every respect. It 
is also not enough that one shall 
thus discern it but he must also 
describe it in terms that will be 
understood by all concerned in the 
construction. This statement, of 
course, refers to construction but 
its general principals refer to you 
people in hospital business. Partic- 
ularly does it refer to you when it 
says, “an infinate knowledge and 
infinate care with concentration of 
thought upon every detail and re- 
quirement.” 

The first step in approaching the 
subject of specification writing is 
to determine just what this specifi- 
cation is intended to be. They are, 
in a sense legal documents and, 
therefore, it is evident that they 
must be accurately and clearly writ- 





Excerpts from a presentation at conven- 
tion of The Ohio Hospital Association. 





How important are they? 


ten, free from errors and ambiquity, 
if the purchasing agent would keep 
his hospital free from possible legal 
difficulties. As contract documents, 
they must give consideration to 
both parties, to the contract and 
while safeguarding the interest of 
the hospital they must be immi- 
nently fair to the bidder or con- 
tractor. This is their preliminary 
function. 

The specifications are instructions 
to the bidders and as such must be 
mandatory, reasonable, simple, clear 
and complete. It is their function to 
make perfectly clear everything 
that cannot be made so on drawings, 
if there are drawings. 

They must include descriptions of 
material and equipment and, in 
many cases, they tell where these 
materials shall be placed, usually, 
in general terms but sometimes very 
specifically. 

What then are the purposes of a 
specification? The following are es- 
sential: 

a) Itemized order for materials 
and labor wanted, 

b) Description of the materials 
for the material order in market 
terms, 

c) Description of the workman- 
ship for the workmen to follow, 

d) Fuller description, when nec- 
essary, of the various equipment to 
be installed. 


Writing Specifications 


There is no short cut in writing 
specifications. The specification writ- 
er must completely analyze the 
equipment or project and be certain 
that all materials and methods re- 
quired are listed and all work prop- 
erly segregated according to a defi- 
nite system. The ability to think 
systematically and logically is es- 
sential. A logical thinker will be 
fair and reasonable in writing spec- 





ifications. He will not take refuge in 
blanket clauses, throwing uncue 
responsibility on the contractor and 
making him guess at and figure on 
what is in the writer’s mind but not 
clearly written in the specificaticns, 
When such a clause is used it is an 
indication that the matter is not 
clear in the writer’s mind. The 
writer must be definite and decided. 
He must be able to make up his 
mind. He must decide definitely 
what he wants done and then say 
it definitely, and he must know his 
subject thoroughly in order to 
specify definitely. 

Lack of detailed information re- 
sults in indefinite specifications and 
these result in either higher bids or 
unsatisfactory results. 

Therefore, specifications must be 
clear, definite and decided, fair and 
reasonable, avoiding undue severity 
or an unnecessarily arbitrary atti- 
tude. 

Clear English is a necessity. Sim- 
ple language, accurate statements, 
short sentences, clear, correct and 
concise English is essential. Not only 
long words but also long sentences 
and long paragraphs should be 
avoided, yet sentences must be com- 
plete. 

Specifications in architecture re- 
late generally speaking to the build- 
ing industry, the material, its qual- 
ity, type and method of installation. 
Your specifications, in the hospital 
industry, are part and parcel of your 
purchase orders. The same sound 
common sense relates to both cases. 
Architects do not have much to do 
with purchase orders. He sometimes 
gets a purchase order for his pro- 
fessional services, to which he does 
not object; however, he would much 
rather have it in the form of a 
letter. 

A purchase order can be a mean- 
ingful message or a scrap of paper. 
It should contain the address, the 
correct name of the firm and the 
correct addresses of all parties con- 
cerned. It should also show how, 
when, and where the equipment is 
to be shipped and it should enclose 
the terms of payment. 

The purchase order should a'so 
indicate whether the prices quoicd 
are firm or estimated prices. Most 
purchasing agents require fin 
prices. The purchase order speci'i- 
cation should definitely name 1!i¢ 
catalog selection or it should de'i- 
nitely quote from the catalog sele:- 
tion. The quality, the description, 
should be complete in all phases, 
whether the order is for a needie 
or a building. If the order is for 
replacement or repair of a certain 
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part, the specifications should show 
the full part number, its location 
and association with adjoining mem- 
bers, the serial and/or model num- 
ber of the major appliance or the 
machine. 

Each detail written on the pur- 
chase order or described as an ad- 
junct to the purchase order must be 
clear and concise and thoroughly 
understood by the writer of the 
specifications. In the purchase of the 
more technical items, the purchas- 
ing agent must have the assistance 
of the specialists who are in charge 
of the various departments, at the 
same time he must have sufficient 
knowledge to appreciate and under- 
stand advice when it is given. He is 
responsible and if a costly error is 
made, it is he who will be held 
responsible. 


Ten Commandments 
For Hospital Employees 


1. My Job is just as important as 
the other fellow’s; therefore I shall 
do my job well. 

2.1 shall acquaint myself with 


the rules and regulations of the 
hospital and abide by them. 


3. I shall know my hospital so 
that I can explain its operation to 
others. 


4. At all times I shall be neat in 
appearance and radiate a pleasing 
personality. 


5. Courtesy improves hospital 
service; hence thoughtfulness and 
plain good manners I shall use with 
all patients and my fellow-workers. 


6. I shall try to answer all ques- 
tions asked by patients in an intel- 
ligent, sympathetic and kind man- 
ner. 


7. I shall honor the requests of 
all patients with prompt and effi- 
cient attention, provided their re- 
quests are not in conflict with hos- 
pital policies or doctors’ orders. 


8. I shall remember always that 
the patient is a guest in my house 
and needs every consideration. 


9. I shall remember that the pa- 
tient is always right for he supports 
the hospital and pays a part of my 
salary. 


10. Above all, I shall follow the 
Golden Rule, “Do unto others as 
you would have them do unto you.” 


—The Beacon, University of Ala- 
bama Medical Center. 








How To Get Things Done 
Better And Faster 


pase 


Bee 
—— 


Gives Graphic Picture — Saves Time, 
Saves Money, Prevents Errors 


Simple to operate — Type or Write 
on Cards, Snap in Grooves 


Ideal for Scheduling, Personnel, Traf- 
fic, Inventory, Etc. 

Made of Metal. Compact and Attrac- 
tive. Over 500,000 in Use 


Complete price $4.9®° inciuding cards 


FREE 24-PAGE BOOKLET NO. AJ-50 
Without Obligation 
Write for Your Copy Today 


GRAPHIC SYSTEMS 


Yanceyville, North Carolina 

















STARTEX 


Your Standard of Excellence 
in Hospital Toweling 


When you think of Toweling, 
one name stands out. 

For 40 years, STARTEX has 
served leading Hospitals 

as a one-source supplier of 
all Toweling needs. 


* Surgical Toweling 

* Kitchen Towels and Toweling 

* Damask Tray Covers 

* “Hospital Property” Huck Towels 
* Scarfing 


STARTEX Style #1100, 
65% cotton-35% linen 
crash toweling 


See your STARTEX Supplier soon. 


STARTEX 


STARTEX MILLS of 55 Worth St., New York 13, N. Y. 


OCTOBER, 1960 
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eeping 


Controls ‘Staph’’ 
from Bed to Laundry 


NEW SELF-CLOSING ROPELESS LAUNDRY BAG seals in linen 
completely without knots, ropes or ties of any kind... 
permits fast, more aseptic pick-up, delivery and sorting 
of soiled linen! 


Prevents spread of “staph”- Eliminates tying, untying or 
laden dust or lint from linen 
.. . Simplifies and speeds up 
linen handling procedure. 


Available in a wide range of fabrics, color codings and in 
standard or special hamper sizes. Ask your supplier for 
free catalog and our literature on “staph” today, or write: 





cutting knots . . . dries fast, 
thoroughly .. . greatly reduces 
bag maintenance costs. 
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NATIONALLY 
ADVERTISED 


1407 PARK ST 
HARTFORD 6, 
CONNECTICUT 








DESIGNERS AND MANUFACTURERS OF TEXTILE BAGS, LINERS AND ACCESSORIES 


IN CANADA MP 


For more information, use yellow postcard inside back cover. 











1001 — Improved Door Plate 


= carries the number of the room 
and permits the names of the oc- 
cupants to be changed at will. Made 
of plastic, the room number is per- 
manently engraved on the plate it- 
self. Names of occupants are en- 
graved on contrasting colored strips 
of plastic which may be easily in- 
serted. Door plates are all made to 
order, any size or combination of 
colors and inscriptions may be fur- 
nished. (J. S. Packard, Inc.) 


1002 — Incontinent Pads 





™ THIS NEW PAD offers stronger 
more comfortable protection, to the 


incontinent patient. Real fabric 
yarns gives the top sheet a smooth 
cotton softness without any loss of 
wet strength. The improved bottom 
sheet is made of pure polyethylene 
100% water proof. Seven plies of 
exclusive cellucotton assure highest 
absorbency available. (The Kendall 
Company) 


1003 — Jumbo Can Liners 


® A WAXED kraft paper bag—17” by 
13” by 31” at 6 cents each, is offered 
as a liner for the largest size 30 gal- 
lon garbage cans. Eliminates the 
need for washing garbage cans and 
lining with newspaper. Samples are 
available. (Klean Kan Bag Co.) 


1004 — Parenteral Feeding 
Mechanism 


= A UNIQUE, fully adjustable over- 
head track support for intravenous 
feeding in hospital, surgical, inten- 
sive care, x-ray, recovery and re- 
lated rooms. This new line does 
away with floor stands now in use 
that clutter the working area. Fea- 
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tures vertical adjustability for high 
or low gravity feeding and horizon- 
tal adjustability for perfect place- 
ment of the IV feeding. In addition 
this mechanism has safety positive 
locking, complete rust resistance 
and 5 hook rh. bottle holder. 
(Grant Pulley & Hardware Cor- 
poration) 


1005 — Gastro-Evacuator 
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® WILL OPERATE indefinitely without 
attention, no motor, runs on vibra- 
tor principle. Provides continuous, 
gentle suction or aspiration at the 
high setting, 120-140 mm, and at the 
low setting, 80-90 mm. Two ordi- 
nary gallon food jars may be used 
in series or singly; when one is full, 
evacuator switches over without 
break in operation. When collection 
bottles fill, a red pilot light glows 
and a microswitch turns pump off. 
Green light shows when pump is 
operating. Nothing to oil, overheat 
or wear out. No moving parts. 
Draws 3 watts, operates on 115- 
volts, 60 cycle AC. 36” high on 3” 
casters. (American Hospital Sup- 
ply Corp.) 


1006 — Portable Emergency 
Oxygen Unit 


™ THE portable unit, which meas- 
ures about 10” by 24”, holds a full 
“D” cylinder of oxygen, sufficient 
capacity to sustain most cases until 
the larger unit of oxygen can be ad- 
ministered or until arrival of am- 
bulance. Operation is simple and 
immediate, with gauges which show 
both the amount of oxygen remain- 
ing in the tank and a flow regulator 
which holds constant the rate of 
flow at which it is being used up. 
Tank is not permanently attached 





and can be removed when empty in 
exchange for a full tank. Unit with 
its 300-liter “D” tank comes in a 
synthetic covered, synthetic lined 
easy to wash case, complete with 
detailed instructions for use. Also 
included is a mouth-to-mouth re- 
suscitation tube. (A. S. Aloe) 


1007 — Glass Washer for Nursery 


® uP TO 1,200 bottles can be cleaned 
in an hour, and milk scum is quick- 
ly removed, even from inner bottom 
crevices. Brushes are available to 
fit wide-mouth, 8-ounce nursing 
bottles, as well as 8-ounce and 4- 





ounce nursing units. Measures 
9-5/16” wide by 18-%” high. Four 
fast-revolving, motor-driven nylon 
brushes do the scrubbing. Operates 
on 110-120 volts, AC or DC, features 
a convenient turn-top switch, rust- 
proof, heavy-duty construction and 
easily removed brushes. A 32-volt 
motor is available, at no extra cost. 
(Hamilton Beach) 


1008 — Franklin Bed 


™ A NEW and proven concept in 
hospital beds for the treatment of 
cardiac complications and where 
post surgery and physical therapy 
treatments are required. Descrip- 
tive literature is available. (The 
John Bunn Corporation) 
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ANP 


ALL-ELECTRIC HOSPITAL BED 





OCTOBER, 1960 





has more desirable and essential features 
than any electric bed 


we invite your inquiry 
AMERICAN METAL PRODUCTS COMPANY 
HOSPITAL BED DIVISION 


DETROIT 4 ail, MICHIGAN 


For more information, use yellow postcard inside back cover. 


and has approval for use with oxygen 
L 
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Now—with 


Alvodine 


ethanesulfonate Brand of piminodine ethanesulfonate 





relief of severe pain 
without drowsiness or hypnosis” 


GG 99 ° 
new approach to “pure analgesia 


Alvodine, a new potent narcotic analgesic which approaches “pure” analgesia, is unique 
among agents of its class because it is as effective as morphine but does not produce 
drowsiness, hypnosis or euphoria in the great majority of patients.** 





Alvodine is safer than morphine. It is free of both the high incidence and the severity of 
side effects associated with morphine. Respiratory and circulatory depression are rare 
with customary dosages. Nausea and vomiting are uncommon and, unlike opiates, 
Alvodine does not cause constipation. 


In contrast to most other analgesics Alvodine is fully effective when administered orally. 
Injection may be given for quick action or when parenteral use is indicated. 


Alvodine tablets, 50 mg., scored. Average oral dose for adults— from 25 to 50 mg. every 
four to six hours as required. Alvodine ampuls, 1 cc., containing 20 mg. per cc. Average 
subcutaneous or intramuscular dose for adults—from 10 to 20 mg. every four hours as 


required. Narcotic Blank Required. 


*Alvodine, trademark. 
**In more than 90% of patients. 
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When Alvodine is particularly useful 
Because Alvodine generally relieves pain without causing a “drugged” condition, it is 
especially useful in those clinical situations in which it is desirable to have the patient 
alert and comfortable. 


Postoperative analgesia 


Alvodine relieves postoperative pain promptly, without any narcotizing effect. Because 
postop pain promptly: y ng 

patients remain awake, early and frequent mobilization is possible, and the risk of 

pulmonary hypostasis and venous stagnation is decreased. 


Ambulatory patients 


Because Alvodine does not tend to interfere with mental acuity, it is particularly indi- 
cated for patients whose pain or disease does not necessitate bed rest. Alvodine is 
effective orally as well as parenterally for visceral pain and pain caused by cancer or 
disorders of the muscular, skeletal or neurologic structures. 


Severe pain from cancer 


When the patient with cancer begins to need strong analgesia, he can take Alvodine by 
mouth. It is as effective as morphine in relieving pain but produces neither drowsiness 
nor euphoria. It permits the patient with cancer to remain alert longer and to continue 
his day-to-day activities longer. 


LABORATORIES 


New York 18, N. Y. 


Write for Alvodine brochure containing detailed information on 
clinical experience, addiction liability, side effects and precautions. 
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1009 — Stethoscope 


® DEVELOPED when it became ap- 
parent that three rather than two 
chest pieces were necessary to most 
accurately listen to the heart. The 
chest piece with the larger dia- 
phragm incorporates a new principle 
of circular convex ridges. The flat 
diaphragm accentuates the high fre- 
quencies at the same time filtering 
the lower range of frequencies. The 
bell chest piece is particularly use- 
ful in fitting in smaller areas such 
as between ribs, supraclavicular 
area of the neck and also for small 
children where a larger chest piece 
might prove cumbersome. The chest 
pieces are mounted on a turret- 
head; in a fraction of a second each 
“head” or chest piece is easily ro- 
tated into position thereby “focus- 
ing” on the most suitable ausculta- 
tory range for the sound or murmur 
in question. (Overseas Service 
Corp.) 


1010 — Bulk Silver Storage and 
Dispenser 





® THE NEW BULK silver caddy ac- 
commodates 120 dozen _ pieces. 
Loaded in the dishwashing room, it 
may be easily wheeled directly to 
the dining room tables. No rehan- 
dling. Eight deep removable silver- 
ware compartments provide for 
proper separation. Also serves as an 
ideal cutlery station at the head of 
the busy cafeteria line. All welded 
stainless steel construction. (Caddy 
Corp. of America) 


1011 — Voice-Flector for Language 
Practice 


® THIS NEW DEVICE is a portable 
“booth” for listen-respond and oral 
drill in speech and language prac- 
tice. Consists of a high tensile 
strength neutral gray acoustic 
“hearback” shell, a free standing 
metal base and a _ positive-action 
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twist lock that permits easy height 
adjustment for user comfort. Avail- 
able with or without built-in speak- 
er, microphone and system wiring 
for lesson broadcast, instructor 
monitoring, and intercommunica- 
tion. The voice-flector is also adapt- 
able to speech therapy. (Cousino 
Electronics Corp.) 


1012 — Utility Storage Bags 


® BAGS ARE IDEAL for blanket stor- 
age or disposable pillow covers. 
Protect against soilage. Keeps clean 
things clean. Blankets in bags are 
immediately identified as having 
never been used, effective control 
against cross-infection. Clear plas- 
tic, 21’”’x4’’x28”, 1 ml. thick. Packed 
100 per box. (American Hospital 
Supply Corp.) 


1013 — Plastic Drinking Cup 





= A NEW FOAMED plastic disposable 
cup for use with hot or cold drinks. 
Lightweight, sturdy cups are molded 
of Pelaspan, expandable polystyrene 
beads. The foamed plastic acts as 
an insulator to maintain beverage 
temperature and allow handling 
comfort. Cups don’t get soggy or al- 
low taste transfer to spoil the flavor 
of a beverage. Available in 6-, 8-, 
and 12-ounce sizes. Tight-fitting pa- 
per or transparent plastic lids are 
also available. (Mid-West-Pak 
Corp.) 





1014 — Cleaner-Applicator 


® A NEW compact and low-.ost 
cleaner applicator that can cut 
cleaning fluid expenditures by u; to 
20 percent, and reduce maintena ice 
time approximately 5 percent. It 
can be used with any liquid clean- 
er on such things as walls, wood- 
work, tile, mirrors, windows, etc, 
Made of plastic, the 114%” handle 
holds a half-pint of cleaner, eno:igh 
to cover approximately 110 square 
feet of plaster, wood, metal or any 
other hard-surfaced material. Head 
of applicator is 5’ in diameter, is 
sponge surrounded by a circular 





brush. Head is replaceable. Fluid is 
pumped from handle into head with 
light finger pressure on rubber 
diaphragm. Dry or damp cloth is 
used to wipe the area covered by 
cleaner. (E. R. Wagner Mfg. Co.) 


1015 — Ceramic Flooring 





=" A NEW TYPE of flooring, made o! 
unglazed 1” x 1” ceramic tiles which 
are permanently bonded into flexible 
rubber grid. Tiles are 9” x 9, 7/32” 
thick. Sixty-four 1” x 1” ceramic 
mosaics surfaced-sealed to protect 
against wearing-in of dirt and grime. 
Easily installed with special adhe- 
sive over most smooth, sound sub- 
floors that are clean and free from 
oil, grease, water, paint or other 
foreign matter. Tools and methods 
are described in installation folder. 
(U.S. Ceramic Tile Co.) 
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equipping a new building? 


LET 
WILL ROSS, INC. 
HELP YOU, TOO 





,..Ut’s part of a complete 


planning service! 








Whether you’re equipping a new wing or a 
complete hospital, it pays to talk to a 
planning representative from Will Ross, Inc. 
He’s a hospital specialist who keeps abreast 
of latest technical advances and can 
recommend the newest and finest equipment 
to match your needs — on a cost-saving 
purchase agreement ! 

And when it comes to interior decoration, 
comprehensive color plans and furnishings, 
your Will Ross man is just as helpful. And 
just as dedicated to the successful and 
economical completion of your project. 

It’s all part of a complete planning service 
that saves your valuable time, simplifies 
ordering and assures modern, functional 
interiors. Your only charge is for 
equipment and furnishings ! 

When you build or remodel, hand your 
worries and detail work to Will Ross, Inc. 
Write today for the full story — no obligation. 


WILL 
ROSS, 
INC. 


Atlanta, Ga. e Baltimore, Md. 
Cohoes, N.Y. e Dallas, Texas 
Minneapolis, Minn. « Ozark, Ala. 


General Offices: Milwaukee 12, Wis. 





ANOTHER WILL ROSS, INC., CONTRACT INSTALLATION 
(color consultation and equipment furnishing) 
New addition to St. Mary’s General Hospital, 
Lewiston, Maine 
Mother House: The Sisters of Charity of the Hotel-Dieu 
of St. Hyacinthe, P.Q. 


Administrator: Sister St. Benjamin, R.N. 
Architect: Leo P. Provost, A.I.A., Manchester, N.H. 


For more information, use yellow postcard inside back cover. 


‘WRIO? 


TRUST FROM PEOPLE YOU KNOW 
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1016 — Large Medicine Cabinet 





® THIS SLIDING DOOR cabinet provides 
double the normal cabinet capacity 
— a total of 4400 cubic inches. One 
side has fixed shelves for linen stor- 
age; the other has adjustable glass 
shelves for medicines, etc. Mirror 
doors are of polished plate glass or 
crystal, mounted on nylon bearings. 
Frames are stainless steel. Available 
with or without overhead fluores- 
cent lighting. Rough opening size 
30” x 20”. Cabinet is 8” deep and 
recesses into standard wall — 4” 
extends from wall. Clear glass doors 
available. (Jensen Industries) 


1017 — Nurse Invents Mechanical 
‘Extra Hands’ 





® A SIMPLE MECHANICAL device 
which enables a lone nurse to hold 
an immobile or even comatose bed 
patient comfortably on his side dur- 
ing bed adjustments or treatment. 
It consists of a broad, smooth disc 
affixed to an adjustable arm. The 
arm clamps to the bed rail and proj- 
ects over the patient so that the disc 
presses gently but firmly against his 
body. (Sierra Engineering Co.) 


1018 — Portable Cafeteria System 


® THE TWO MAIN FEATURES of port- 
able, fast food service equipment are 
compactness and versatility. The 
new counter is composed of three 
basic units which can be assembled 
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into a complete cafeteria counter 15 
to 20 feet long within 3 minutes. The 
units consists of: a food warmer 
with selective thermostatic controls; 
a cold pan unit with choice of 4” or 
9” deep pans; and a food conveyor; 
which can be purchased individually 
or in any combination. When un- 
assembled these units are easily 
stored in a very small space. (Duke 
Manufacturing Company) 


1019 — Plastic Coated Butter 
Chips 


™ THESE new butter chips are im- 
pregnated with the same clear 
sparkling plastic used in hot drink 
cups. This new coating makes the 
chips more attractive, positively 





prevents butter staining and helps 
the chip hold its shape in storage 
and in use. (Frank M. Sayford Co., 
Inc.) 


1020 — Basket Carts 


= NEW basket carts for laundry and 
and dry cleaning installations. The 
carts are equipped with one-piece 
Fiberglass reinforced plastic molded 
pans. The pans are strong, light- 
weight, easy-to-clean, and help keep 
clothes from extractors damp long- 
er than other type baskets. The bas- 
ket carts are available in three sizes 
and three colors. Overall height of 
carts is 21-34”, plus baskets, for ease 
of loading and unloading. Cart 
frames are welded 1” steel tubing 
and angle; are equipped with four 
3” diameter soft rubber swivel cas- 


ters. (Container Development 
Corp.) 
1021 — Personal Transistor Radio 


™ A RADIO weighing less than an 
ounce complete with batteries. Has 
an adjustable wire loop so that the 
radio may be worn on either ear. 
Compact unit has four transistors. 
Made of unbreakable Cellanese 
plastic; will be available in 3 colors. 
Has a tuning range of about 15 miles 
from nearest transmitting station 
and will pick up from 4 to 6 stations, 
depending on the locale. Will retail 





for $19.95 complete with batteries, 
Estimated playing time of batteries, 
which are replaceable for 15 cents 
per pair, is 100 hours. It is a sealed 
unit requiring no _ servicing and 
comes with a $5 warranty replace- 
ment guarantee by the manufac- 
turer. (Micro-Ceiver, Inc.) 


1022 — Tablet Arm Chair 





® FEATURES a folding tablet arm of 
solid 5g” birch grained pattern plas- 
tic and is ideal for classrooms and 
lecture groups. The arm swing 
easily out of the way when not : 
use. With just a simple upward m: 
tion of the hand, the arm is auto- 
matically “safe-locked” into place 
ready for instant use. When not in 
use, the arm folds down flat at the 
side of chair. The chair folds flat fo: 
easy storage. Constructed of sturdy 
tubular steel with heavy duty braces 
and hinges. Finish is rust proofed: 
will not scuff or chip. (Hampden 
Specialty Products Corp.) 
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% skilled 
| hands deserve 
the finest 


~ WILSON 
- SURGEONS 
- GLOVES 


THE ONLY BRAND WITH 
flat trim wrist and naturally curved fingers 


Now available in a new wrist style—without beaded 

edge—color-banded Wilson Gloves are better 

than ever. They slip on more easily, fit the wrist more 
comfortably, show less tendency to roll down in 
use. And with exclusive curved fingers that follow 
natural hand conformation, Wilson Surgeons’ Gloves 
are unsurpassed in fit and comfort. 
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ealed 

and 
lace- 
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BECTON, DICKINSON AND COMPANY 


RUTHERFORD, NEW JERSEY 
in Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 


WILSON AND B-D-—-REGISTERED TRADEMARKS, U.S. PAT. OFF, 80060 
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Letourneau 
Continued from page 79 


care rendered by physicians or 
hospitals to the sick and injured. 
In an emergency, they close ranks 
and do the job that is expected of 
them, sometimes heroically and to 
the death. 

But to the average layman who 
is not in the know, these situations 
make no sense at all and are so 
alarming to him as to persuade him 


that perhaps, “there ought to be a 
law” to bring order out of this sys- 
tem of chaos in which hospitals 
seem to be operating. And this is 
precisely the impression that some 
vested interests seek to create 
among the public. 


What Can Be Done 


There are a few things that can 
be done to postpone the evil day of 
nationalization and government con- 
trol. The secretiveness of most hos- 





DURABLE e REUSABLE 
TRANSPARENT 





Sane NYLON 


AUTOCLAVABLE 


POR 


sealed package 


sterilization 
and 


sterile storage 


FILM 


Highly effective, it is steam permeable yet im- 
permeable to bacteria, keeping contents sterile 
till needed. Available in 13 widths from 1” to 
25” and in 2 thicknesses. May be cut to desired 
length for single instruments or for packaging 
linens and dressings. Extremely durable and 
reusable for repeated autoclaving using normal 
sterilization techniques up to 287° F. Trans- 
parent feature permits immediate identification 


of contents. 


write for sample and descriptive literature 


SIERRA ENGINEERING CO. 


R. A. HAWKS DIVISION® 
123 East Montecito + Sierra Madre, California 


For more information, use yellow postcard inside back cover. 





pitals about their finances must be 
dispelled. Adequate explanations 
must be given to those who wonder 
where the money went. If a path- 
ologist was paid $50,000 by a hos- 
pital, then the administration ought 
to be able to show that the hos- 
pital and its patients got fifty thou- 
sand dollars’ worth of value. Why 
be ashamed of it? 

Hospital trustees and those mem- 
bers of the community, who func- 
tion in an advisory capacity to re- 
ligious hospitals, must be given all 
the facts so that they can give ade- 
quate explanations to other mem- 
bers in the community. But even 
more important they must be con- 
vinced of the validity of the hospi- 
tal operation so that they can plead 
the cause of the voluntary hospital 
system with conviction. And they 
want to do it if someone will let 
them. 

If such undeserving causes as 
horseracing, legalized gambling, al- 
coholic beverages, tobacco and cos- 
metics (all of which contribute to 
medical indigency) can _ protect 
their interests in the legislature, it 
seems somewhat incongruous that 
the hospital system which contrib- 
uted so much to the health and 
welfare of the people of this coun- 
try should not try to protect its 
continuity by being represented by 
powerful and influential citizens. 
But unless we change our repre- 
sentation from paid employees and 
vested interests to responsible in- 
fluential citizens, we must inevit- 
ably succumb to government con- 
trol. The administrators will merely 
have a change of masters as in 
Great Britain and Canada. 

But perhaps our voluntary sys- 
tem has outlived its usefulness. As 
one hospital trustee put it, “per- 
haps the government would exer- 
cise better control over doctors and 
hospital administrators than a 
group of half-hearted volunteers.” 
Perhaps it will! 


It’s a get well card from your health 
plan. 
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NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Mrs. Orpha Daly Mohr 

Secretary-treasurer 

National Association of Hospital Purchasing Agents 
Chicago Wesley Memorial Hospital 

250 East Superior Street 

Chicago 11, Illinois 


Dear Members: 


Greetings, from your President. It is both a challenge 
and a privilege to serve the National Association of 
Hospital Purchasing Agents as President for the coming year. 
I pay tribute to all of our Officers and Members who have 
made such a sustained effort during the past years to help 
forward the objectives so clearly stated in Article I 
of our Constitution. Let me beseech for the coming years 
concentrated dedication toward the achievement of these 
objectives. By the power of example, your contact with 
others in our field of activity would bring many into the 
fold. 


Some 8,000 hospitals in the country comprise the na- 
tion's fifth largest industry. This position spells out 
responsibility for Hospital Administration in the area of 
economics as well as for the peoples' health. You, as the 
Purchaser, for your hospital, must be a member of the admin- 
istrative team and assume your share of the responsibility for 
the best type of "Patient Care" at as economical a cost as 
possible. 


Through the combined Knowledge and participation of 
one and all of our members, our Association will grow and 
achieve the goals for which it was founded. 


I earnestly solicit your cooperation and guidance during 
my tenure of office. 


Sincerely yours, 


Clarke D. Taylor, 
Purchasing Agent President 
Mount Zion Hospital and 
Medical Center 
1600 Divisadero Street 
San Francisco, California 


OCTOBER, 1960 





How to Pick Your Supplier 


by Ernest W. Fair 


Ll takes little time for any hospital 
superintendent to learn that his in- 
stitution can stand or fall on the 
service he receives from suppliers. 
Without good suppliers he is lost. 

Picking our sources of supply 
should be more than a hit and miss 
arrangement of dealing solely with 
the salesmen we like best personally. 
When a purchasing agent has cordial 
relations with good suppliers his 
worries usually decrease. 

Just as in all other fields, not all 
sources of supply rate top position. 
Some may be perfect for one hos- 
pital, but valueless to our own. It’s 
not a matter of supplies being all 
good or all bad; it’s a matter of find- 
ing the particular firms than can 
serve our individual hospital best. 

We've asked a number of execu- 
tives how they go about evaluating 
suppliers. From their replies here 
are suggestions which each individ- 
ual can apply to the problems of his 
own hospital. 

Delivery ability — Few of us have 
all the funds we n¢<ed for inventories 
of supplies and materials. We must 
depend in part on our sources of 
supply. Most suppliers recognize this 
as part of their business and expect 
to do it for us. 

Our problem is to find and deal 
with those who can render our hos- 
pital and our location the best and 
speediest delivery. The profitable 
completion of a special project may 
well depend on the speed with which 
any supplier can deliver. It is an all 
important factor. 

Keeps quality high — Most of the 
purchases we make are of name 
brand and specific model goods upon 
which quality is established by the 
supplier or manufacturer. All of us 
buy a certain amount of merchan- 
dise, supplies and materials of a less 
specific nature. We depend on the 
supplier to deliver satisfactory goods 
of this nature. 
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It is important that we deal with 
a supplier who recognizes the im- 
portance of quality. A sub-standard 
delivery may often be made and put 
into use — simply because not 
enough time is left to replace it. If 
we can always depend upon main- 
tenance of high quality by our sup- 
pliers we need never have to face 
this problem. 

Has accurate records — Doing 
business with a supplier with whom 
we must engage in constant dispute 
over billing mistakes or errors or 
other inaccurate records adds mate- 
rially to the cost of doing business. 

Finding suppliers who place an 
emphasis on accuracy keeps down 
this cost of doing business. The less 
attention we have to give to search- 
ing for mistakes in invoice billings, 
statements or in proper delivery of 
ordered merchandise, the more at- 
tention we can give to building the 
business. 

Follows instructions — Each of us 
knows best what we desire when we 
place an order. The supplier who 
consistently tries to change such or- 
ders or switch goods adds a prob- 
lem there is no need for us to face. 





Let’s forget for a moment that I’m 
your kid brother and consider the 
quality of the produc‘s I sell — 


This pertains not only to speed 
and accuracy in filling our orders, 
but to proper shipment of these or- 
ders. The supply house which con- 
sistently ignores our preferences in 
methods of shipment evidences little 
concern for our welfare. 

All of us have determined the best 
lines of supplies insofar as our own 
hospital is concerned. When we 
specify these in orders to suppliers 
we have a right to expect delivery. 

Has emergency help — Sometimes 
we need special favors. The supplier 
who tries hardest to help us during 
such emergencies should certainly 
rate high on any purchasing agent’s 
list. 

We can hardly blame any supplier 
for being cool to the customer who 
constantly seeks such extra help in 
the form of special deliveries or 
credit favors. His business is not 
worth having. 

But when we do not abuse this 
privilege and make such requests 
only rarely, then it should be an 
established part of the suppliers’ 
service. 

It’s always a good idea to find 
that firm and do business with it, 
whether or not we need such help 
today, for tomorrow we may sud- 
denly need it in a big way. 

Shows appreciation of our busi- 
ness — Good suppliers look on each 
of their regular customers as “fa- 
vorite sons” and are just as eager to 
see them succeed as are the custom- 
ers themselves. Display of such per- 
sonal interest takes many forms and 
is easily recognizable. 

All of us should certainly give 
preference to suppliers who demon- 
strate such interest in our welfare 
over those who show interest only 
when we hand them a check. Often- 
times this is worth paying slightly 
higher prices to obtain. Such inter- 
est sometimes helps us find the an- 
swers to tough problems. 
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Today’s top grade suppliers recog- 
nize this as part of their business. 
They know good hospital operation 
means profits for them; that tough 
problems mean rough sledding for 
their own enterprise. They stand 
ready to advise and counsel their 
customers on new problems at any 
time. Certainly it is worth our while 
to find out which firms have this 
attitude and see to it that we estab- 
lsh a friendly relationship with 
them. 

Makes good on promises — “Any- 
thing to make a sale,” used to be the 
motto of many supplier salesmen. 
Promises would be made right and 
left to secure our orders. The same 
system was practiced by the house 
itself. 

Today it’s different. We no longer 
have to do business with such sup- 
pliers. Price and other inducements 
offered by these houses which do not 
have a rigid code in the long run 
prove costly to any hospital pur- 
chasing agent. 

Keeps impartial — Naturally all of 
us would like to be on the top of the 
favoritism list of any supplier — 
BUT — not all of us can be and 
most of us, under such a system, 
would have to do business at a dis- 
advantage. 

The supplier who does his level- 
best to treat each and every one of 
us on an equal basis in all things 
concerned with our business rela- 





“T like to create a proper atmos- 
phere for my little talks.” 


tionship with his firm is of far more 
value, than one who will display 
favoritism. 

Fair distribution of scarce items, 
equal treatment on prices and credit, 
impartiality in handling of order 
filling, and such points should be 
considered in making such an ap- 
praisal. 

Keeps us informed about orders — 
Our ability to make good on prom- 
ises to our own people is usually 
determined by the ability of our 
supplier to make good to us. Yet 


this is not always possible even with 
the best run organization. 

However, if we deal with suppli- 
ers who quickly inform us of pos- 
sible delays in shipment of our or- 
ders, we can better handle this situ- 
ation in soothing the impatience of 
those in our own hospital. 

Alert suppliers demonstrate their 
interest in our welfare by quickly 
informing us about delays by tele- 
phone or letter or through back or- 
der notices. Doing business with 
suppliers who fail to do this is ask- 
ing for trouble. 

Stocks what we need — The sup- 
plier who does his best to have on 
hand the goods we need in the reg- 
ular routine of our operation should 
receive preference over the one who 
stocks what he pleases and con- 
sistently switches our orders to fit 
his own wishes. 

No supplier can be expected to 
consistently have everything avail- 
able. But we should be able to ex- 
pect him to maintain an inventory 
of the regular needs of our hospital 
and deliver these specific items on 
request. 

Other factors contribute to the 
total evaluation of such suppliers’ 
value to our own hospital; factors 
peculiar to the specific problems of 
each hospital. But every such assay 
should include the points mentioned 
above for these form the basis of any 
supplier relationship. a 
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Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 








QUESTION: From whom are nebu- 
lizers (Asthma-Nefrin) (Curry) 
available? 

ANSWER: Asthma-Nefrin Co., 6049 N. 
Interstate Ave., Portland, Oregon. 
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QUESTION: Who makes a 2-oz. 
graduated medicine glass? 
ANSWER: Bel-Art Products Co., 
Pequannock, N.J. 


QUESTION: What is the address 
of Largan Plastics Co., who we 
understand, makes a combina- 
tion bag and drainage tube? 
ANSWER: The Hospital Supply and 
Development Co., 3109 Forbes Ave., 
Pittsburgh 13, Pa. make the Larjan 
Plastic Drainage Bag, available with 
or without tubing, which is dis- 
tributed by Donald W. Edwards 
Co., Inc., 43 W. 61st St., New York 
2a, NEY. 


QUESTION: Is a suction pump 
available to be used through 
trachea tube that will operate 
on a 6 or 12 automobile battery? 
ANSWER: J. Sklar Manufacturing 
Co., 38-04 Woodside Ave., Long Is- 
land City 4, N.Y. is making a new 
aspirator that operates on 12 volt 
battery. It is known as the Frye 
portable aspirator. 


QUESTION: Advise name of man- 
ufacturer of Redi-Swabs, aseptic 
swabs for topical use. 

ANSWER: Graham-Field Surgical Co., 
Inc., 32-56 62nd St., Woodside 77, 
N.Y. 
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QUESTION: Please inform us the 
name and address of the manu- 
facturer of DeFazio post-opera- 
tive drains. 

ANSWER: Thomas Fazio Labora- 
tories, 339 Auburn St., Auburndale 
66, Mass. 


QUESTION: What is the source of 
supply for dyes and equipment 
for fluorescent dye staining of 
malignant cells? 

ANSWER: Sylvania Chemical Co., 
Orange, N.J. 


QUESTION: Please advise name 
and address of the manufacturer 
of Hydrogettes. 

ANSWER: Air Shields, Inc., Hatboro, 
Pa. 


QUESTION: What is the source of 
supply for a set of four alu- 
minum vaginal dilators that tele- 
scope into each other and that 
appear to be only one instru- 
ment. 

ANSWER: A __brass-chrome-plated 
set has been available from E. Milt- 
enberg Co., 43 Great Jones St., 
New York City. 


QUESTION: Advise name of the 
manufacturer of flat wooden 
mouth gags. 

ANSWER: The Jetter & Scheerer 
Corp., Tuttlingen, Western Ger- 
many. 


QUESTION: What is the complete 
address of North American 
Pharmical Company at Dear- 
born, Michigan? 

ANSWER: 6665 Rockland Ave., Dear- 
born, Michigan. 


QUESTION: Does anyone make a 
needle steri-file that will ac- 
commodate 100 or more nee- 
dles? 

ANSWER: Midwest Surgical Mfg. Co., 
Box 74, Station B, Omaha 4, Nebr. 
advises it has racks for 200 needles 
which are used in the Mizur syringe 
sterilizer in place of the syringe 
rack. 


QUESTION: Advise if you know 
who makes Endarterectomy loop 
sets. 

ANSWER: W. J. Fitzgerald Corp., 172 
Harrison Ave., Boston, Mass. 


QUESTION: Who imports the Her- 
co suture needle from England? 
ANSWER: Crown Surgical Needle 
Co., 225 Lafayette St. New York 
12, N.Y. is exclusive American dis- 
tributor. It imports the needles un- 
der its own brand name “Crown.” 
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QUESTION: Where can we buy a 
2-0z. medicine glass, graduated 
in ounces and fractions and also 
in minims (30 m per oz.) of 
either thin-blown glass’ or 
pressed glass? It is commonly 
(but perhaps improperly) called 
a Minim Glass by many people. 
ANSWER: John M. Maris Co., 52 
Walker St., New York, N.Y. 


QUESTION: Advise the source of 
supply for Brook airway for 
mouth-to-mouth breathing. 
ANSWER: Smith & Nephew Ltd., 
5640 Pare St., Mt. Royal, Montreal 
9, Quebec, Canada. 


QUESTION: Who makes a crib 
safety catch that must be re- 
leased by an attendant before 
the two side latches can be re- 
leased from inside? 

ANSWER: Hard Mfg. Co., 117 Tona- 
wanda St., Buffalo 7, N. Y. make a 
crib side with safety catches. 


QUESTION: Who is the manufac- 
turer of the Abelson curved cri- 
cothyrotomy needle? 

ANSWER: David Simmonds Compa- 
ny, 17 W. 60th St., New York 23, 
N.Y. 


QUESTION: From whom 
Shiner tube be obtained? 
ANSWER: Shiner Jejunal biopsy tube 
is manufactured by Genito-Urinary 
Mfg. Co. Ltd., London, England; and 
available from Down Bros. and 
Mayer & Phelps Ltd., 70 Grenville 
St., Toronto, Ont., Can. 


can a 


QUESTION: Who makes a stetho- 
scope binaural that unscrews at 
the point where the spring at- 
taches, allowing replacement of 
spring without having to pur- 
chase whole binaural? 

ANSWER: Made at one time by 
Gomco Surgical Mfg. Corp., 117 
Tonawanda St., Buffalo 7, N.Y. but 
discontinued by them. The Almedic 
Co., Montreal 29, Quebec, Canada 
advises it is in a position to furnish. 


QUESTION: Advise us name of 
manufacturer of Vaporite brush 
pens, black. 

ANSWER: Time Saving Specialties 
Co., 2922 Bryant Ave., South, 
Minneapolis 8, Minn. 


QUESTION: We have a customer 
who is looking for some parts 
for a McCurdy Safety Gas ma- 
chine. Who makes this? 

ANSWER: No longer being made. 
Any supplier of anesthesia supplies 
—mask, gas, etc.—could no doubt 
make necessary parts replacements. 


QUESTION: Who makes or sup 
plies a syringe tray that can be 
used for preparing several hy. 
pos? The syringes are placed i 
grooves with plungers sticking 
off the edge of the syringe tray 
holding them. 

ANSWER: Esco Industries, 58-09 32nd 
Ave., Woodside 77, N.Y. makes 
Hospac multiple syringe tray, de- 
signed with removable rack; and 
the Midwest Surgical Mfg. Co., Box 
74, Station B, Omaha 4, Nebr, 
makes the Mizur Med-A-Tray 
which has a syringe cradle avail- 
able as a separate unit. 


QUESTION: Who makes a 514" 
Lister-type bandage scissors with 
a redesigned tip that permits 
blades to cut through to end of 
tip? 

ANSWER: The Burnham finger band- 
age scissors is made by J. Sklar 
Mfg. Co., 38-04 Woodside Ave, 
Long Island City 4, N.Y. 


QUESTION: Advise who manufac: 
tures an anesthetic thermometer 
with rectal and esophageal probe. 
ANSWER: McKesson Appliance Co, 
2228 Ashland Ave., Toledo 10, Ohio; 
Yellow Springs Instrument Co., Yel- 
low Springs, Ohio. Pharmaceutical 
& Chemical Industry Supply Corp., 
16 Hudson St., New York 13, N.Y. 


distributes one made in Denmark. 


QUESTION: What is the source of 
supply for Sterivac polyethylene 
tubing, No. 4, solid tubing? 

ANSWER: Sterilac Polyethylene Tub- 
ing No. 4 is a product of Glaxo- 
Allenburys (Canada) Limited, 52 
Bartor Rd., Weston, Ont., Canada. 


QUESTION: By whom is the Row- 
batham nebulizer spray made? 

ANSWER: British Oxygen Gases Lim- 
ited, England, whose American dis- 
tributors is Anaesthesia Associates, 
Inc., Union Turnpike, Hudson, N.Y. 


QUESTION: Who makes a Micro 
CO, apparatus designed by a 
Dr. Nettleson? 

ANSWER: Scientific Industries Inc, 
15 Park St., Springfield 5, Mass. 
make the Natelson Microgasometer. 


QUESTION: What is the address 
of Wallace Orthopedic Supply 
Co., formerly P.O. Box 27678, 
Los Feliz Station, Los Angeles 
27, Calif.? 

ANSWER: If inquirer is interested in 
purchasing T and G Screws which 
Wallace supplied in the past, these 
are available from Universal Wire 
Products Co., 621 South Del Mar, 
San Gabriel, Calif. 
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Shain Continued from page 5! 


Table |. Questionable admissions. 





Class of Patient 


Total No. Questionable Cases 


Significance 
level 


(No.) (%) 


in class 





Males age 15 - 24 
Females age 65 and over 


Admitted for observation 
and/or diagnosis 
Admitted for medical 
service 


Diagnosis: arthritis and 
rheumatism except 
rheumatic fever * 
Diagnosis: accidental 
injury ° 


Patients whose physicians are 
“part-time specialists 


Total in above classes ° 
All patients 


34 4 11.8 
72 7 9.7 


under .05 
under .05 
66 7 10.6 under .02 


273 9.5 under . 


Il 18.2 under | 


94 9.6 under | 


90 8.9 under . 


479 38 7.9 
953 42 4.4 





* Group C46 in the International Classification of Diseases, including codes 


720 - 727. 


» Group C50 in the International Classification of Diseases, including codes 


N800 - N999. 


© These totals are less than the sum of the individual classes because of 


overlapping between classes. 


for hospitalization the patients ad- 
mitted for “medical service” and 
for “observation and/or diagnosis” 
were again the two groups with 
high rates. By source of payment of 
the hospital bill, public assistance 
clients were scored as having ex- 
cessive stay in significantly high 
proportions. Three diagnostic groups, 
patients with skin infections, arth- 
ritis and rheumatism, and non- 
traumatic orthopedic conditions were 
scored high. 


Table 2. Excessive length of stay. 


No significantly high excessive 
stay groups were found when the 
patients were classified by residence, 
place of birth, marital status, re- 
ligion, type of accommodation, or 
type of attending physician. 

What types can we draw out of 
the cases in table 2? We seem to 
have come upon a core of middle 
aged and elderly patients with 
chronic diseases, who might receive 
at least part of their care outside 
of an acute general hospital. Some 





Class of patient 


Total No. Questionable Cases 
° 
° 


Significance 
level 


(No.) 


in class 





Females age 45 - 64 


Admitted for medical 
service 

Admitted for observation 
and/or diagnosis 


Public assistance patients 


Diagnosis-boils, abscess, 
cellulitis and other skin 
infection * 
Diagnosis-arthritis and 
rheumatism, except 
rheumatic fever ” 
Diagnosis-diseases of 
bones and organs of 
movement ° 

Total in above classes “ 
All patients 


95 10 10.5 under .03 


273 22 8.1 under .05 


65 & 12.3 under .02 


under .01 


under .01 


under .01 


under .01 


425 38 8.9 
947 50 5.3 





" Group C44 in International Classification of Diseases, including codes 


690 - 698 


» Group C46 in International Classification of Diseases, including codes 


720 - 727 


© Group C47 in International Classification of Diseases, including codes 


730 - 749 


4 These totals are less than the sum of the individual classes because of 


overlapping between classes. 
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of these might well be candidates 
for an organized home care pro- 
gram, if such a program existed in 
their communities. Others might 
need more elaborate care, such as 
would be provided in good chronic 
disease hospitals or good nursing 
homes; such places, however, are 
not plentiful in small communities 
like those served by these three 
hospitals. 

These are not simple problems. 
However, the information here pre- 
sented can be used to design a plan 
for more effective functioning of 
Utilization Committees. 


Recommendations 


In recommending procedures for 
the Utilization Committee, we shall 
assume that the committee functions 
in the typical voluntary hospital, 
staffed by private practitioners. The 
ideal approach might be to control 
hospital utilization by measures ap- 
plied before admission or, at least, 
during the patient’s stay. In the 
present climate of hospital-physi- 
cian relationships in the United 
States, however, such measures are 
not too practicable as_ utilization 
controls. At least for the present, it 
must be considered unrealistic to 
propose for the typical voluntary 
hospital methods which are appro- 
priate for university hospitals and 
for hospitals with salaried or group- 
practice staffs. As have others in 
the field,’ we shall limit our cur- 
rent proposals to making more 
effective the review of records after 
the discharge of patients. 

First, we would recommend that 
such committees should not rou- 
tinely review all cases or even a 
random sample of cases which have 
passed through the hospital. Such 
an approach is clearly wasteful of 
valuable time and skills, since the 
real problems are most likely to 
be concentrated in a relatively small 
proportion of cases. In the check for 
questionable admissions, our re- 
viewing physicians found 42 ques- 
tionable cases by checking 953 rec- 
ords, a “yield” of only 4 percent. If 
the physicians had taken only the 
195 records of patients with arth- 
ritis and rheumatism, women aged 
65 and over, men between 15 and 
24, patients of part-time specialist 
physicians, there would have been 
found 19 questionable cases, a re- 


5Guide to the establishment and function- 
ing of a medical staff utilization committee, 
Pittsburgh. Hospital Service Association of 
Western Pennsylvania (Blue Cross) 1959. 

°“World Health Organization: Internation- 
al classification of diseases, 1955 revision, 
Geneva 1:382-385. 1957. 
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Table 3. Questionable admissions—cross tabulation of classes with high proportions of questionable admissions. 





Number in class which are also in other classes below: 





Class of Total Males 
Patient No. in 15-24 
class 


Females Observation/ Medical 
65-over diagnosis service 


Arthritis- 
rheumatism 


Accidents 


Patients Total Cro:s- 
of P-T cross- _ tabulation 
specialists tabulated ratios 





Males age 15-24 34 X 
Females age 65 72 aa 
and over 

Admitted for 1 
observation and/ 

or diagnosis 

Admitted for 13 
medical service 

Diagnosis— 

arthritis and 

rheumatism" 

Diagnosis— 

accidental 

injury" 

Patients of 

part-time 

specialists 


13 
40 


6 30 38 
4 64 89 


13 29 


30 





“see footnotes, table | 


— indicates that no cross-tabulations are possible, because, for example, no males age 15 to 24 


can be females, age 65 and over. 


turn of almost 10 percent. This is 
what we mean by greater effi- 
ciency: fewer reviews and pro- 
portionately more results; these 
cases alone would, moreover, prob- 
ably bring out most of the prob- 
lems that would have to be at- 
tacked. 


Achieving Efficiency 


It is necessary, at the outset, to 
review all cases for a period. A 
sufficient number of cases must be 
gone over to assure that chance 
alone isn’t producing unreliable re- 
sults, and some number close to 
1,000 seems to be necessary, from 
this experience. The cases should 
be classified by age, sex, diagnosis 
(for this purpose we used the 50- 
group morbidity classification of the 
World Health Organization’), type 
of service (medical, surgical, ma- 
ternity, observation and/or diag- 
nosis), type of physician and other 
factors which would seem relevant 
in the local situation. It would be 
well to repeat this 100 percent re- 
view and classification about once 
a year, as conditions at the hospital 
change. 

Isolate the classes of case that 
have significantly higher rates of 
questionable cases than the aver- 
age. The statistical methods in- 
volved here are not particularly dif- 
ficult but most hospitals will re- 
quire help, at least at the begin- 
ning. This kind of help can usually 
be found either at the local Blue 
Cross plan, the regional hospital 
council or a nearby university. 

Cross-tabulate the classes that are 
found to be significantly higher than 
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the average in the preceding step. 
This way, it will be seen that many 
of the patients who are in one class, 
such as males between 15 and 24, 
are also in other high classes, such 
as accident cases. A cross-tabula- 
tion of the seven high classes in the 
review of questionable admissions 
is presented in table 3. Of 34 males 
age 15 to 24, one was admitted for 


observation and diagnosis, 13 for 
medical services, 10 for accident 
treatment and six were patients of 


part-time specialists. The cross- 
tabulations for this group add up 
to 30 which is then divided by the 
34 cases in the class to give a cross- 
tabulation ratio of .88. Other cross- 
tabulation ratios may be noted in 
the table. 

When selecting cases for the Uti- 
lization Committee to review, start 
with the class which has the high- 
est cross-tabulation ratio, and move 
from one class to another in the 
order of these ratios. In this man- 
ner, the committee will be review- 
ing a high proportion of cases which 
are also present in other classes 
having many questionable cases. 
(Each case, of course, is reviewed 
only once, no matter in how many 
classes it falls.) As the committee 
finishes each batch of cases, it will 
find that the next batch will prob- 
ably have proportionately fewer 
questionable cases left in it. A de- 
cision may be made on the basis of 
the available manpower as to how 
many cases can be reviewed. The 
committee can thus be most pro- 
ductive in turning up problem cases 
from among the smallest number of 
routine cases; thus, it can be more 
efficient by following this procedure. 


As a second major recommenda- 
tion, while the individual charts 
should be reviewed by physicians 
the Utilization Committee should 
also include the hospital adminis- 
trator, the director of nursing, and 
the medical social worker, if there 
is one at the hospital. The problems 
which the committee will discuss 
will be more than medical questions 
alone, and physicians are not neces- 
sarily experts on efficiency of hos- 
pital operations or on community 
health services outside the hospital. 
These are fields about which a good 
hospital administrator, a good nurs- 
ing director, and a good medical so- 
cial worker may be expected to 
know more than a good physician. 
From time to time, the committee 
might consult people from outside 
community agencies, like the coun- 
cil of social agencies director, the 
community chest director, or the lo- 
cal public health officer. Such peo- 
ple might be quite helpful in solv- 
ing some of the problems that are 
brought to light in the case reviews. 

Finally, the Utilization Commit- 
tee should not be concerned with 
the handling of individual cases in 
the hospital, except insofar as such 
cases illustrate general problems. It 
should not attempt to serve asa po- 
lice force. The committee’s usefu- 
ness would end if it were allowed 
to degenerate into the process of 
pointing an accusing finger at ind'- 
vidual physicians or patients. If a 
flagrantly bad situation comes ‘0 
light, it should be referred quiet!y 
and quickly to the appropriaiec 
medical staff committee, to the ac - 
ministration, or to the hospital 
board. ® 
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POSITIONS OPEN 





ASSISTANT DIRECTOR OF DIETETICS: 
A.D.A. Member, 40 hr. wk, 2 week vacation, 
sick leave benefits, social security. Direct 
Paticut Food Service and Employee Train- 
ing, 450 bed general, private Hospital. Salary 
oper. Contact: Miss R. E. Brown, Director 
of Dietetics, TOLEDO HOSPITAL, 2142 
No. Cove Blvd., Toledo, Ohio. 





DIETITIANS—Administrative and therapeu- 
tic in a 2100-bed GM&S, research and dietetic 
interneship hospital. Located 12 miles west of 
Chicago, Illinois. Federal Civil Service ap- 
pointments with liberal benefits. ADA Mem- 
bership required. Salaries from $5355 to $7560. 
Apply to Miss Grace L. Scholz, Chief Dietetic 
Service, VA HOSPITAL, Hines, Illinois. 


NURSE ANESTHETIST for 30 bed General 
Hospital, located 65 miles north of Mobile, 
Alabama on Highway #43. Starting salary 
$7,200.00 plus commission for week-end work. 
Liberal personnel policies. Apply to MR. 
JOHN C. NEAL, ADMINISTRATOR, Jack- 
son Hospital, Jackson, Alabama, or telephone 
Chestnut 6-2407-collect. 








WANTED—PSYCHIATRIC NURSE in 
dynamically oriented 1000 bed teaching Ment- 
al Health Institute. Salary $385 per month. 
Also operating room nurse needed immediate- 
ly. Paid vacations, sick time, 40-hours week. 
Write to or call collect: Hazel J. Ammons 
R.N., Director of Nursing Service, MENTAL 
HEALTH INSTITUTE, Cherokee, Iowa. 





ADMINISTRATIVE ASSISTANT or Busi- 
ness Manager for general accounting credit 
and collections. Degree in hospital adminis- 
tration or equivalent experience. Salary open. 
Capitol Hospital, 35 beds, Milwaukee, Wis- 
consin. Address replies to George McNaugh- 
ton, CAPITOL HOSPITAL, 1971 W. Capitol 
Drive, Milwaukee 6, Wisconsin. 





ANESTHETIST — nurse; for 170 bed hospi- 
tal collegetown — excellent personnel policies, 
40-hour week — living accommodations in 
nurses’ home if requested. Br es aoe 
E. CUMMINGS, ADMINIST age 
Blair Memorial Hospital, Heudhegaen” enn- 
sylvania, 





OPERATING ROOM SUPERVISOR AND 
REGISTERED NURSES, male or female, 
250-bed JCAH accredited general hospital, 
modern facilities. Excellent working conditions 
and liberal employment benefits. Progressive 
community on Lake Michigan. Send resume 
with expected salary to: Director of Nursing, 
HACKLEY HOSPITAL, 1700 Clinton Street, 
Muskegon, Michigan. 





POSITIONS WANTED 


as RECORD GROUP CONSULT- 

Desires appointments with hos- 
oaks in area of Berks, Lebanon, and Chester 
Counties, Pennsylvania. Box H-35 HOSPI- 
TAL MANAGEMENT. 


YOUNG MAN—(38 years), college graduate 
and twelve years experience in hospital ad- 
ministration is desirous to relocate in a hos- 
pita! of between 150 and 250 beds. Strong 
bus:iess and professional background and 
presently employed as Administrator of a 
hos;,ital of 100 beds. BOX H-38, HOSPITAL 
MA NAGEMENT. 
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Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ASSISTANT ADMINISTRATOR: 175 bed 
hospital, progressive mid-western city. (b) 
100 bed hospital, suburb of industrial city. 
Purchasing responsibilities, Advancement. (c) 
200 bed hospital, southeast. 


ADMINISTRATOR: 212 bed hospital, New 
England. (b) 200 bed Ohio hospital. (3) 55 
bed convalescent hospital, northwest. (d) 40 
bed western hospital; anesthesia experience 
preferred. 


COMPTROLLER: 170 bed hospital, south. 
(b) 120 bed hospital, Pennsylvania. (c) 350 
bed hospital, Kansas. 


DIRECTORS OF NURSING: East. $9,000. 
(b) Assistant Director, Nursing Service. 
$7,000. (c) Educational Director, $8,400. 


RECORD LIBRARIAN: Ohio. $450. (b) 
West. $475. (c) ANAESTHETIST: Califor- 
nia. (d) Pharmacist. To $600. (e) TECHNI- 
CIANS: laboratory X-ray. To $500. 
EXECUTIVE HOUSEKEEPERS: To $425. 
DIRECTORS OF MAINTENANCE. To 
$9,000. 


POSITIONS WANTED 


PURCHASING AGENT: Degree, Business 
Administration. 7 years experience, western 
hospital. 


ASSISTANT ADMINISTRATOR: M.H.A. 
Degree, mid-western university. At present 
Administrative Assistant, 300 bed _ Illinois 
hospital. 


ADMINISTRATOR: Graduate Indiana Uni- 
versity. Courses in Hospital Administration. 
12 years experience, Administrator, 100 bed 
Hospitals, 


R.N. ADMINISTRATOR: Graduate mid- 
western hospital; advanced study in account- 
ing, personnel planning, etc. 4 years Admin- 
istrator, small hospital, west. Available. 


CHIEF PHARMACIST: Graduate of Uni- 
versity of Michigan. 5 years experience, 250 
bed Ohio hospital. Desires changes. 


MAINTENANCE DIRECTOR: B.S. De- 
gree. Engineer for large public utility. 13 
years Assistant superintendent of buildings 
and grounds, 400 bed hospital. Desires south- 
west. 





POSITIONS WANTED 


ATTENTION HOSPITAL TRUSTEES 
AND ADMINISTRATORS: Administrator 
with excellent record desires to affiliate in 
executive or semi-executive capacity in hos- 
pital in vicinity of Philadelphia. Correspond- 
ence invited. Box H-40, HOSPITAL MAN. 
AGEMENT. 








FOR SALE 





BRONZE AND ALUMINUM PLAQUES. 
Name Plates and Donors Tablets. , lowest 
prices, write a fie P ae Ki,” ARCHITEC. 
TURAL BRO UMINUM Corp., 
3638 W. Subse Se., Skokie, Ill. 


OUR 64th YEAR 
WOOD WAR Dessest 


1S) 1. Wabash: Chicase, IT. 





POSITIONS OPEN 


ADMINISTRATORS: (a) Dir med educ; 
250-bd, full-accred, med-schl-affild, genl, vol 
hsp; $15,000; cultural, coll twn, E. (b) New, 
200-bd hsp; $10-12,000; lge city, E. (¢) Dir 
med ed; full-accred, 350-bd, genl, vol hsp; 40 
res & interns; $15-18,000 plus excl benefits, 
So. (d) 110-bd, JCAH hsp; $8,500 yr; SW. 
(e) 100-bd, ortho, JCAH hsp; resort area, 
SW. (f) 110-bd, genl, JCAH hosp; over 
$9,000; good fringe benefits; Calif. (g) 85-bd, 
genl hsp; exper important; sal open; E. (h) 
New, 65-bd hosp (only one in county); $8- 
12,000; MW. (i) Sml hsp being built on site 
of old; $7,500-$10,000; resort area, Fla. (j) 
Asst; full-accred, 700 bd hsp; overall plan’g 
oper of Hsp w/emphasis on fiscal affairs; take 
over duties of Adm in his absence; $12,000 
increasg to $14,000; MW. (k) Asst; exp’d 
Op & internal hsp affairs; 270-bd hsp-clinic ; 
very substantial; Calif. (1) Asst; 350-bd, 
univ hsp, full-accred; about $9,000; E. 





ADMINISTRATIVE POSTS: (m) Admin 
Asst; 275-bd, fully-apprvd, univ-affild hsp; 
$7,000; MW. (n) Accounts Services Super- 
visor; thorough knowledge, c & c; 290-bd, 
JCAH, genl hsp; 40-hr wk; sal open; fringe 
benefits; West coast. (0) Compt; 350-bd, 
genl, vol, full-accred hsp; about $9-11,000; 
univ city, Central. (p) Personnel dir; 50-man 
erp & lage full-apprvd, rsrch & tchg hsp; 
reqs hsp exp; $10,000; E. (q) Public Rels 
Dir; full-accred, 700-bd tchg hsp, hdqtr hsp 
of 18 assoc hsps in 3 states; substantial sal 
w/above-aver potential; univ city 150,000, 
MW. 


POSITIONS WANTED 


ADMINISTRATOR: MHA; 4 yrs, Asst 
Adm, 400 bd hsp; seeks 100-300 bd shp; will 
locate New England states, N.Y., Pa., N.J., 
Ohio; Age 30. 


ASSISTANT ADMINISTRATOR: MSHA: 
recently compltd Adm res, 250 bd hsp; seeks 
Asst Adm, 50-100 bd hsp, w/oppor for 
advnemt; prefs MW, consider others. 


ANESTHESIOLOGIST: 34; 5 yrs; priv 
pract, anes; prefs warmer climate; seeks 
Chief-shp, Ige hsp, prefably w/tchg oppor; 
Dipl. 


PATHOLOGIST: 46; sevl yrs, chief, path, 
500-bd hsp; Dipl. clin, anat & Neuro path; 
outstndg spec seekg only challenging oppor; 
any locality. 


PUBLIC RELATIONS and FUND RAIS- 
ING: 41; 6 yrs, very successful public rela- 
tions & fund raising activities, 3 successive 
med institutions; previous fund-raising exper, 
nat’l relief & devel organizations, testifying 
to his excl abil in this field; seeks Western 
States, consider others. 


RADIOLOGIST: 35; trnd Mayo’s; 4 yrs, 


priv rad pract; prefs chiefshp in hsp; Dipl, 
diag, ther & isotopes; any locality. 
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From the 


consuLtant’s notes00k SSS 


by E. M. Bluestone, M.D. 


The air which a patient breathes 
in the hospital can make or break 
him, as well as those who serve 
him, if only because it is so often a 
carrier of disease in itself. Aseptic 
cleanliness includes air that is pure. 

6 


There is another reason for treat- 
ing bedside nurses better than we 
do. Overwork, to take only one 
form of false hospital economy, can 
express itself in erratic adminis- 
tration of medication to patients 
who are on s.o.s. or p.r.n. therapy. 
Narcotic medication can give relief 
to the one who gives it as well as 
to the one who takes it. 

e 

Tranquilizing drugs may be good 
for worry, but only for the period 
required to tide you as well as the 
patient over till you can get at the 
cause of it. 

e 


I would like to see an honest 
series of answers to a questionnaire 
addressed confidentially to repre- 
sentative members of the following 
groups working in hospitals; (a) 
Trustees, (b) Staff doctors, (c) 
Nurses, and (d) Social workers, 
stating which of these four groups 
is most important to the welfare of 
the patient (in the order of their 
importance) and why. 

6 

Think, and plan ahead for your 
hospital. It’s good fun and quite 
stimulating as well as informative, 
even if you don’t get to your goal. 
In some respects it reminds you of 
your excitement with maps and 
booklets when you plan for a trip 
abraad which you might not be able 
to take. Besides, it’s a good thing to 
find out what you would personally 
like to do if you had the backing 
and the wherewithal with which to 
do it. 

e 


Medical prescription, and guid- 
ance, should always be in the hands 
of the technician when he carries 
out instructions involving diagnosis 

° 

What would you think of the fol- 
lowing item on the agenda of one of 
the meetings of your medical staff, 
or of your local medical society: 
“Uninteresting Cases—and How We 
Can Make Them Interesting.” Just 
for a change, I mean! 

Is there such a thing as “medical 
politics” and, if there is, what is its 
significance? 

e 

When local hospital progress 
comes to a halt one or more of the 
following causes is operative: (a) 
inertia; (b) negativism; (c) vested 
interests; (d) lack of leadership; 
(e) lack of ambition; (f) lack of 
financial support; (g) lack of en- 
ergy; (h) lack of time; (i) lack of 
self-analysis and information con- 
cerning the possibilities. Whatever 
the cause, the community should be 
made aware of negative decisions as 
well as positive decisions because it 
is the community which is helped 
or hindered by them. 

« 





For more information, use yellow postcard inside back cover. 


When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 
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